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A new anti-inHlammat 
and anti-pruritic agent 


BIOSONE G.A. OINTMENTS contain 1% of the derma- 
tologically active isomers of Glycyrrhetinic Acid which, 
when applied to the skin, has an action resembling that of 
HYDROCORTISONE (B.M.J. Dec, 1955, p. 101). 


Hydrocortisone 


Glycyrrhetic Acid 
Glycyrrhetinic Acid 


Available in SPECIALLY FORMULATED BASES which 
take into account the sensitive nature of G.A.:— 


BIOSONE G.A. OINTMENT (GREASY) 
BIOSONE G.A. Ointment (NON-GREASY) 
EIOSONE G.A Ointment with NEOMYCIN 

FREELY PRESCRIBABLE ON E.C.10. 
BIOSONE G.A. is INEXPENSIVE by comparison with 


Hydrocortisone and no systemic or local reactions have 
been reported. 


BIOSONE G.A. OINTMENTS 


The FIRST CHOICE in the 
treatment of DERMATOSES 


Pack: 25 gm. tubes 


Samples and literature available on request. 


BIOREX 


(MARKETING) LTD. 


Research and manufacture by BIOREX LABORATORIES LTD., 
47/¢: Exmouth Street (Mkt.), Rosebery Avenue, London, E.C.:. 
Telephones: TERminus 9494, 5216/8 


ESTABLISHED 1823 


This modification ot the Koenig-Rutzen Heostomy set has 
been used extensively, both in this country and abroad. Light 
and inconspicuous, it gives the wearer a feeling of security, 
saves the use of dressings, and prevents soiled clothes and 
bed linen. All parts replaceable. 


SALT’S WET COLOSTOMY APPARATUS 


For cases where one or both ureters have been trans- 
planted into a sigmoid terminal colostomy the Salt Wet 
Colostomy Appliance and detachable bag is recommended. 
Details will be sent on application. 


son, Cherry St., Birmingham 2. MioLANo s4ss 
LONDON APPOINTMENTS: 1 S:anley House, 103 Marylebone High Street, W.1 
WELbeck 3034. 


4 good reasons 


WHY MORE AND MORE 
HOSPITALS AND PRACTITIONERS 
SPECIFY 


PLASTERS 


Because ZOPLA plasters were developed in collabora- 
tion with some of the leading Hospitals. 

Because ZOPLA plasters made by -Leslies have a 
130-year-old reputation for dependability and quality. 
Because there is a ZOPLA plaster for every medical 
and surgical need. 

@ Because ZOPLA plasters conform to the most rigid 

medical specifications. 
The Zopla Range includes self-adhesive strappings, felts, 
and flexible dressings. 
Details of the full range together with samples will gladly 
é be sent on request. 


LESLIES LTD. 
WALTHAMSTOW, LONDON, E.17 
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In Geneva, too, vou'll find Pentothal in constant use, 


tribute to the fact... 


there is no safer, more effective 


intravenous anaesthetic, the world over 


in all important eities of the world, wherever modern medicine is practised, 
PENTOTHAL is in almost constant use as an agent of choice. in 
management of anaesthesia. This acceptance, reflected in more than 


2,400 published medical reports, has created a world literature unparalleled 


in the history of modern intravenous anaesthesia, 
Twenty years of use stand behind your trust. Cbhott 


PENTOTHAL (Thiopentone Sodium B.P.) 
Regd. 


ABBOTT LABORATORIES LIMITED PERIVALE GREENFORD MIDDX. 
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Selecting the 


FERROMYN (Ferrous Succinate) has been proved clinically to 
offer a most acceptable form of iron for oral administration in the 
treatment of hypochromic anaemias. 

A mean daily haemoglobin increase of 1.2°, was reported* 
following a clinical trial on 150 patients; with a maximum 
daily response of 2.5°;. 
FERROMYN affords maximum bivalent iron from a minimal of 
ferrous salt, does not cause alimentary upset and has a high 
utilisation factor. 
* Med. Iiustrated, 1955, 9, 147. 

FERROMYN is presented in four forms: 
FERROMYN TABLETS Each tablet contains: Ferrous Succinate 
150 me. 
ELIXIR FERROMYWN Each teaspoonful contains Ferrous Succinate 
150 mg. 
FERROMYWN ‘B’ TABLETS Each tablet contains: Ferrous Succinate 
150 mgm. Aneurine Hydrochloride 1 mg. Riboflavin 1 mgm. Nicotin- 
amide 10 mg. 
ELIXIR FERROMYN ‘B’ Each teaspoonful contains: Ferrous 
Succinate 150 mg. Aneurine Hydrochloride 1 mg. 
Riboflavin 1 mg. Nicotinamide 10 mg. 


LEADERSHIP IN ORAL IRON 


THERAPY 


CALMIC LIMITED, CREWE. Phone CREWE 3251-5 LONDON: 2 Mansfield St., W.1. Phone LANgham 8038-9 


MISTRALIA: 458-468 Wattle Street, Ultimo, Svdney, N.S.W. 


CANADA: Terminal Buildings, York St., Toronto. 
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A barrier between 


him and worry 


Suavitil is unique—it actually protects the tense, over-anxious patient 
from the worrying effect of his problems. By a subtle selective action involving 
no hypnotic, sedative or suppressive influence it raises the threshold to 
external stimuli and effectively breaks up the pattern of cyclical 
thoughts and chaotic speculation. Although the patient is aware of his problems 


they no longer worry him—life assumes a new and much less harassing aspect. 
Suavitil has a wide margin of safety, is non-euphoric and non-addictive. 


Psychoneuroses with anxiety and psychoneuroses with depressive or obsessive- 
compulsive reaction have responded well to Suavitil. Psychosomatic 


disorders and compulsive alcoholism have also benefited. 


References: Brit. Med. J., 1956, 1%, 480 and 485; ibid., 952; Ugeskrift F. Laeger, 1955, 117, 1147 


SUAVITIL 


(benactyzine hydrochloride) TRADE MARK 
Sugar-coated tablets containing 1 mg. Jn bottles of 100 and 1,000 tablets 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRON 3434 
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ederle proudly — 


New, Safe, Powerful Tranquillizer... | 


Selective action in anxiety and tension states 

Valuable sedative, hypnotic and muscle-relaxing properties. .. 

Absence of toxicity . . . negligible side effects 
With these important advantages 
Relaxes the patient for natural sleep without narcosis 
Muscle relaxant in muscle spasm, pain and stiffness 


Has no specific effect on blood pressure 


No influence on autonomic regulatory mechanisms 


LEDERLE LABORATORIES DIVISION 
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presents 


of far-reaching value in medical practice 


Laboratory and clinical trials show Mittown to be the most remarkable tranquillizing 
drug yet discovered. Published reports on its initial success have been followed by its 
widespread adoption by doctors throughout America for restoring tranquillity in tension 
states, anxiety, stress and allied conditions. MiTown is now made available in Great 
Britain by Lederle. 

Its value in the above conditions is due to an easing of the patient’s anxiety tension, a 
lowering of irritability and its pronounced muscle relaxant action. It calms the patient for 
natural sleep. It has given a high proportion of good results in terms of relief of symptoms 
and a return to social productivity. It has proved effective in patients who have failed to 
respond to barbiturates and other conventional tranquillizers. 


Mittown is fully active by mouth, shows a significant absence of toxicity and almost com- 

_ plete freedom from side effects. Among the conditions in which it has given good results 
are : Tension states, acute and chronic anxiety states, menstrual stress, tension headache, 
alcoholism, behaviour problems in children, hysteria and depression. In neuropsychiatric 
cases it has restored or improved patients who were delusioned, assaultive, noisy, disoriented 
and _ hallucinated. 


(2 methyl-2-n-propyl-1, 3 propanediol dicarbamate) is 


MILLTOWN supplied in tablets of 400 m.g. for oral use. ETA 
(yanamid rrooucts LONDON, W.C.2 
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endrin, aldrin and dieldrin are 


For further information apply to your Shell Company 


The Belgian Congo is potentially one 

of the big coffee growing areas of the 
world. Its soil and climate are 
excellent for the valuable crop, yet 
attempts at large scale development 
have, for many years, been only 
partially successful. 

The principal pest has been a tiny 
beetle, S. hampei, commonly called 
the coffee berry borer. 

The adult females of this destruc- 
tive pest tunnel into the unripe 
berries to lay their eggs, and the 
resulting larva feed on the immature 
seeds which would otherwise become 
the coffee beans of commerce. 

Until the appearance of endrin, 
one of the newer Shell insecticides, 
the coffee berry borer survived all 
attempts at economic control. 

Endrin, because it possesses excep- 
tional persistence, was brought into 
genera) use last season, and has 
already raised the yield of first-class 
beans by more than 150%. 

By spraying endrin once only, at 
+ Ib. per acre, the coffee growers of 
the Congo are now protecting their 
crop throughout the whole danger 
period of about ten weeks — and 
looking forward to a bigger share of 
world markets. 

Endrin, aldrin, dieldrin . . . these three 
advanced insecticides developed by Shell are 
complementary to each other. Between them 
they control most of the major insect pests 
which menace agricultural production and 

public health throughout the world. Have you 
an urgent pest problem in your area ? 


Issued by The Shell Petroleum Company Limited, London, E.C.3, England 
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| Smaller Spray 
\ BS practitioner use 
(100 ml.) 
The sterile plastic dressing for small cuts, abrasions i 
and major surgical incisions 
i ‘ Nobecutane is suitable for dressing most wounds from small cuts, 
i burns and abrasions to major surgical incisions. Its great tensile Waterproof 
: strength and elasticity make it useful for covering those injuries D oil 
: where the patient can continue at work, for it gives maximum ustpr 
protection with minimum limitation of movement. As it is both impermeable to 
waterproof and dustproof, and will withstand most detergents and Bacteria 
emulsified oils, it is an ideal industrial dressing, especially where No Wound ; 
hygiene in the preparation of food is important. As it is imperme- Contamination ; 
* able to bacteria, but allows normal skin respiration, the dressing j 
ensures healing with no contamination of the wound and no No Skin Maceration A 
maceration of the skin. ; 
Presentation : 100 ml. and 300 ml. spray containers, 50 ml. bottles. i 
EVANS EVANS MEDICAL SUPPLIES LIMITED, LIVERPOOL AND LONDON 
MeoicAl 
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NEW BOOKS AND NEW EDITIONS ——— 


| THE PRINCIPLES AND PRACTICE OF 


MEDICINE 
A Textbook for Students and Doctors 
Third Edition. Edited by SIR STANLEY DAVIDSON, 


M.D... P.R.C.P.Ed., M.D.(Osio). 


1,080 pages. 109 illustrations. 35s. 
HISTOLOGICAL APPEARANCES OF 
TUMOURS 
By R. WINSTON EVANS, T.D., B.Sc., M.R.C.S., 
L.R.C.P. 
789 pages. 989 illustrations. 90s. 


THE PATHOLOGY AND SURGERY OF 
| THE VEINS OF THE LOWER LIMB 
By HAROLD DODD, Ch.M., F.R.C.S., and 

| COCKETT, B.Sc., M.S., F.R.C.S. 
470 pages. 511 illustrations. 65s. 


( DISEASE IN INFANCY AND 
| CHILDHOOD 
| Second Edition. A RICHARD W. B. ELLIS, 0O.8.E., 


M.A., M.D., F.R 
718 pages. 333 illustrations. 50s. 


QUANTITATIVE PROBLEMS IN 


BIOCHEMISTRY 
By EDWIN A. DAWES, B.Sc., Ph.D., F.R.ILC. 
238 pages. 44 illustrations. 2Is. 


MANAGEMENT OF LIFE-THREATENING 
POLIOMYELITIS, COPENHAGEN, 1952- 

1956 
| Edited by H. C. A. LASSEN, M.D. 


77 illustrations. 22s. 6d. 


192 pages. 


E. & s. LIVINGSTONE LTD., 


Issued by The Shell Petroleum Company Limited, LOndon, 
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Ready July 27th 


THE 


1956 MEDICAL ANNUAL 


Edited by SIR HENRY TIDY, K.B.E., 
and R. MILNES WALKER 


With the collaboration of 45 contributors 
74th Issue. Pp. 548, with 37 plates and 43 text illustrations, 


In addition to the usual features, this issue will contain 
special articles on 


Hormonal Treatment of Cancer H. J. B. Atkins 


The Treatment of Advanced Cancer Sir Stanford Cade 
The Present Position of Active Immunira- 

W. H. Bradley 
W. Trevor Cooke 


There is no surer or easier way of keeping up to date 
than by becoming a regular subscriber to the Medical 


Annual. 
ORDER YOUR COPY NOW 
at the pre-publication price 
36s. post free 
After publication 38s. 6d., plus postage 1s. 5d. 


JOHN WRIGHT & SONS LTD., 
BATH ROAD, BRISTOL, 4 


The ideal Bronchial Sedative 


COMPLEMENTARY TREATMENT FOR ASTHMA 


RYBRONSOL is a sedative powder which soothes 
the general nervous system, helps to relax the 
bronchial spasm and relieves congestion in the 
bronchial tree. 
It can be recommended to all sufferers from asthma 
as complementary to Rybarvin and/or Rybarex, 
the well-known inhalation treatments also prepared 
by Rybar Laboratories Ltd. 
At bedtime, RYBRONSOL promotes sleep and 
after meals it alleviates the congestion and 
excitability of the bronchial tubes. 


Antipyrins A ... 0.40 gm 
Caffeine . 0.075 gm. 


Professional samples and literature on request from 


YBA. 


LABORATORIES L 
TANKERTON - KENT 


PITMAN MEDICAL 


DISEASES OF THE LIVER 
Edited by Leon Schiff, M.D., with 27 Contributors 
The entire range of liver diseases is considered thoroughly 
from both a clinical and pathologic standpoint. The book 
contains the broad and direct experience of 27 highly 
qualified contributors—English and American—each 
specially suited to deal with their subject. £5 10s. net 


POLIOMYELITIS 
Papers and Discussions Presented at the Third International 
Poliomyelitis Conference. 


** it would be difficult to find in any text-book a more 
comprehensive study of all aspects of the disease. It has 
the advantage over books on poliomyelitis written by 
individuals, that each subject . . . is contributed not by 
One expert, but by a team of experts.’ "—The Medical 
Officer. 60s. net 


PULMONARY CARCINOMA: 


Edited by Edgar Mayer, M.D., and Herbert C. Maier, 
M.D. With 18 Contributors. 


An important symposium written by authorities who are 
all actively engaged on clinical and research work in 
America. £6 net 


PITMAN MEDICAL PUBLISHING CO, LTD. 
(Distributors of the Medical Books of J. B. Lippincott Co.) 
45 NEW OXFORD STREET .Gil 


| 


supiP66 represented by Menley & James, Limited, Coldharbour Lane, London S.E.5 
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for the 
harassed 
patient 


Smoothly and unobtrusively 
*Drinamyl Spansule’ gives the haras- 
sed housewife, the overworked business 
man or the menopausal woman day-long relief 
from tension—with just one oral dose. * Drinamyl 
Spansule’ does not tempt the patient to es- 
tablish the melancholy ti.d. or q.d. habit of 
taking ‘another pill to keep me going’. 
Harassment and worry are replaced 
by unfluctuating mood 


of untroubled composure. 


*Drinamyl Spansule’ sustained release capsules Strength No. 1: 
each capsule contains 10 mg. ‘Dexedrine’ (dextro-amphet- 
amine sulphate) and 64 mg. (gr. 1) amylobarbitone. Strength 
No. 2: each capsule contains 15 mg. ‘Dexedrine’ (dextro- 


Gy amphetamine sulphate) and 97 mg. (gr. 1}) amylobarbitone. 
oF Both strengths in containers of 30 capsules 


Drinamyl Spansule 


@ Smith Kline & French 
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Keen and alert 


‘Mysouine’ not only reduces the frequency 
and severity of epileptic attacks, but also 
produces a marked sense of well-being. The 
patient is encouraged to take a renewed and 
more vigorous interest in life and to become a 
self-supporting member of the community. 
For these reasons it is often advantageous to 


use “Mysoline’ in cases already controlled by 


other drugs, but in which a _ heightened 
interest and improvement in performance is 
desirable. 

Universally acknowledged as a major 
advance, ‘Mysoline’ is indicated in all the 


manifestations of epilepsy. 


*‘MYSOLINE’ 


JuLy 7, 1956 


PRIMIDONE B.P. TRADE MARK 


An outstandingly safe and effective anticonvulsant 


Available as tablets of 0.25 gramme or as a palatable oral suspension . 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, FULSHAW HALL, WILMSLOW, CHESHIRE 
Ph. 598 A subsidiary company of Imperial Chemical Industries Limited 


| 
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Physiologic rehabilitation 
of the constipated bowel 


1. Absorption of senna glycosides 
into blood stream with no effect upon 
stomach and small intestine 


2. Excretion into large bowel — 
conversion into active principles 


3. Activation of large bowel 
peristalsis via myenteric nerve 
plexus (Averbach’s) 


Neuro-muscular stimulation of the 
defaecation mechanism with 
restoration of natural rhythm 


SENOKOT —the first standardised preparation of senna 
containing the total active constituents of the pod—is not 
a laxative in the usual sense. It restores large bowel 
sensitivity and reflex evacuation—without mucosal irritation. In the treatment of 
chronic constipation the dose required to give a comfortable formed motion is 
administered regularly, and as natural rhythm is established dosage is gradually reduced 
and finally discontinued. 


Brit. Ency. Med. Pract., Cum. Suppl. 1955 p. 79; Lancet, 1952, 1, 655; ibid 1953, 1, 497 and 602; 
Med. Press, 1954, 231, 521; ibid 1954, 232, 127; Pharm. J. 1951, 167, 115; Practitioner 1953, 170, 266. 


Prescribed under the N.H.S.: 


J.C.P. Category 3; inexpensive; 
not advertised to the public. ) 


Senokot is sold in Gt. Britain, 
U.S.A., Canada and in Granules: 1-2 teaspoonfuls. Tablets: 2-4 


many other countries GRANULES: 2 6 oz. and 2 1b. §#TABLETS: 50, 200 and 1,000. 
(Brit. Pat. No. 683990) 


QD) wesmnssren LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 
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Transvasin 


brings the esters of NICOTINIC ACID 
SALICYLIC ACID 
p-AMINOBENZOIC ACID 


to the focal point of 
soft-tissue rheumatism 


new preparation developed 
by Hamol S.A., our Swiss 
associates, readily pass the 
skin barrier in therapeutic 
quantities and enable an 
effective concentration of the 
drugs to be built up where 

they are needed.* Transvasin 
not only induces vasodilation of the skin with a super- 
ficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant, 
and can be safely used on delicate skins. It is now 
being widely prescribed with successful clinical 
results. Since a very small quantity is sufficient for 
each application, the cost of treatmentis extremely low. 


Salicylic acid tetrahydrofurfuryl-ester 14%, 


Nicotinic acid ethyl-ester 2% 
Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100°, 


*Therapeutische Umschau VIII, 1952, 10, 143 


Transvasin is available in 1 oz. tubes, basic price 2/6 plus 
9d. P.T., and is not advertised to the public. Samples 
and literature will be gladly sent on application. 


LLOYD-HAMOL LTD., 11 WATERLOO PLACE, LONDON, S.W.1. WHITEHALL 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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Milk-Alkali 
drip therapy 


in a tablet 


Intragastric milk-alkali drip therapy '-** success- 
fully provides a means of giving continuous 
neutralization of gastric acidity. 

Nulacin Tablets, unique* in their composition 
of milk solids and antacids in suitable combination 
and proportions, give effective control of gastric 
acidity. 

It has been confirmed by clinical trials in 
three Continents* * * 7% that Nulacin 


Tablets, when allowed to dissolve in the mouth, 
give continuous neutralization of gastric acidity. 

Nulacin is available throughout the British 
commonwealth, in the U.S.A., and many other 
countries. It is known as Nulactin in Canada and 
Sweden. 


Nulacin Tablets, which can be prescribed on 
E.C.10, are manufactured by 


Horlicks Limited, Pharmaceutical Division, Slough, Bucks. 


NULACIN 


International Congress of Gastroenterology, 
Stand No 5, Royal College of Surgeons, London 


1. A New Therapy of Peptic Ulcer: Continuous 
alkalinized milk drip into the stomach. American 
Journal of Medical Science, 1933, 185 : 695 

2. Intragastric drip therapy for peptic ulcer: Sum- 
mary of ten years’ experience. J.A.M.A., 1942, 
120: 743 

3. The efficacy of the drip method in the reduction 
of gastric acidity. Am..J. Digest. Dis. 1942, 9: 332 
4. The Control of Gastric Acidity. Brit. Med. J., 
26th July, 1952, 2: 180-182 

5. Medical Treatment of Peptic Ulcer. Med. Press, 
27th February, 1952, 227: 195-199 

6. Discussion on Peptic Ulceration, Proc. Roy. Soc. 
Med., May, 1953, 46 : 354 

7. The Effect on Gastric Acidity of “Nulacin” 
Tablets. Med. J. Aust., 28th November, 1953, 2: 
823-824. 


* British Patent No. 715874 


Australian Patent No. 159135 


8. Control of Gastric Acidity by a New Way of 
Antacid Administration. J. Lab. Clin. Med., 1953, 
42 : 955 

9. Further Studies on the Reduction of Gastric 
Acidity. Brit. Med. J., 23rd January, 1954, 1: 
183-184 

10. Clinical Investigation into the Action of 
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PSYCHIATRIC EVIDENCE IN COURT* 
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I shall endeavour in this short lecture to recall a part of 
my experience in giving evidence in court on a wide 
variety of topics and interests. My work has been 
confined to Scottish courts. If, therefore, I should 
trespass on or differ from the practice of English courts 
I trust you will forgive my parochialism. Those of 
you who have had extensive court experience will no 
doubt excuse the somewhat platitudinous nature of my 
remarks. 

Whenever I am asked to enter the witness-box and 
to repeat after the judge the solemn words, “I swear 
by Almighty God that, as I shall answer to God at 
the great day of judgment, I shall tell the truth, the 
whole truth, and nothing but the truth,” I am impressed 
and subdued by the majesty of the occasion. But 
likewise | am fortified by the knowledge that the trial 
will be conducted in a fair and dignified manner accord- 
ing to the standard and tradition set by British justice. 
Bench and Bar have always accorded me the most 
courteous and considerate treatment, and that also, I 
believe, has been the experience of most of my 
professional colleagues. 

In the Sir Alexander Morison Lecture for 1954 I 
commented on the great change which has occurred in 
the increasing frequency with which the psychiatrist is 
consulted in relation to controversial medico-legal work 
(Henderson, 1955). That change, in my _ personal 
experience, extends over the last twenty-five years. 
The court and public opinion are not nearly so 
antagonistic to psychiatry and psychiatrists as they used 
to be. They have come to appreciate that the art and 
science of psychiatry is an accepted and important part 
of medical practice, and is capable of making a contribu- 
tion to the understanding and motivation of conduct 
disorder, whatever form it may take and however it may 
have been determined. The action which requires to be 
investigated, for instance, may be one of criminal 
conduct—for example, murder, assault, housebreaking, 
theft, sexual offence ; or else the scene of the trial may 
be in the civil court and may be concerned with the 
legality of the admission and discharge of patients from 
mental hospitals, contracts, torts, testamentary capacity, 
the Matrimonial Causes Act, the appointment of a 
receiver or curator bonis, and compensation cases. That 
list is by no means complete, but it is comprehensive 
enough to prove that forensic psychiatry is a wide and 
intricate field of work, dealing with formidable problems 
of great importance. 


*A Maudsley Bequest lecture ——yt by the Roya! Medico- 
Psychological Association on February 6 


In addition, the work of the psychiatrist is often closely 
associated and integrated with that of the probation 
officer, the psychiatric social worker, and the teacher. 
That is particularly so in the case of childzen in relation 
to the determination of levels of intelligence, and the 
consequent and often most difficult and responsible 
decision whether a special school, mental-defective 
colony, approved school, or Borstal institution is most 
likely to be successful in meeting the needs of the parti- 
cular case. I am afraid I often think that referral to 
such agencies is too easily and readily applied, and that 
more conservative measures should be persevered in 
longer than is the case. That point deserves some 
emphasis. Many persons have a great repugnance to 
and fear of nursing-homes, or hospitals, or of any sort 
of establishment which controls their freedom and 
independence. We require to bear this very much in 
mind when we are making arrangements for continued 
treatment, because I have known many cases where such 
forms of in-patient treatment may add to and complicate 
the original clinical state ; and it is much more difficult 
to cure two conditions than one. In consequence, in 
many cases—and this is particularly so in relation to 
adults—we can with reason and confidence recommend 
the more extensive use of probation. Children often 
regard probation merely as a “ let off,” but adults respect 
its significance. 


A Common Purpose 

In all the above matters doctors, lawyers, school-teachers, 
and all other decent-minded citizens have the same common 
purpose—to do what is best for the individual, and to look 
after and safeguard the health and welfare of the lieges. 
That dual responsibility should never be divorced. It may 
be, on occasion, that the balance of sympathy, of sentence, 
and of treatment sways more in one direction than in the 
other, “ but if we are prepared to make allowance for the 
particular imperfections of our respective training” and 
practice then we may come to work together more harmo- 
niously and helpfully--and more justly too. And in any case, 
the law court, in the middle of a trial, is the last place in 
which we should try to iron out our difficulties and put each 
other right: such matters can be dealt with in a more 
dignified manner by private meeting and discussion. 

It has always been the practice of British courts to seek 
the advice and help of experts in dealing with difficult 
scientific and technical matters. For instance, in trade 
disputes, in matters affecting shipping, engineering, architec- 
ture, and so on, specialists may be called to assist and guide 
the court so that a fair decision can be arrived at. It is 
all the more important that this practice should be applied 
and extended to human affairs and problems. This has been 
done, and certain American cities such as New York, Boston, 
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and Chicago have appointed court psychiatrists who advise 
the judge in regard to cases demanding an expert explanation. 
But if acute disagreement should arise the judge may advise 
the jury to rule out the medical evidence and to try the 
case on its merits; or he may ask for another independent 
medical opinion. In that way friction and personal 
animosity, which can be so upsetting, especially when a 
great deal of time has been expended in carrying out 
examinations and in attendance at court, may be avoided. 
But even in these circumstances some doctors refuse to take 
part in cases involving court procedure. That is a pity; 
they miss a lot. A great deal of interest is lost and the 
court may be denied the benefit of the best opinion. Person- 
ally, I have always regarded the privilege of giving expert 
testimony as an important public duty. It has added 
enormously to my understanding of the vagaries of human 
nature ; it can be fascinating, exciting, and absorbing. The 
fact, too, that one’s evidence may influence judge and jury 
to come to a fair decision entails an added responsibility 
which may be reflected, beneficially, on the individual, his 
family, and society. 

While forensic psychiatry, therefore, is a wide, highly 
specialized field, yet it can be utilized to an even greater 
extent ; there is po reason to suppose that, as our knowledge 
increases, it cannot be applied more specifically and success- 
fully to understanding the affairs of life. Our techniques 
and our ability to interpret can be improved. For instance, 
we must admit and realize that, on the one hand, disorders 
of conduct may be conceived and perpetrated at a conscious 
level in a deliberate intentional way with a malicious purpose, 
but, on the other hand, the springs of action may be centred 
in the instinctive life, and may originate from motives and 
forces of a complex nature which resu!t in disordered 
ideation and conduct—for example, katathymic crisis. The 
common factor, of course, in making this differentiation is 
the man himself who requires to be considered and under- 
stood in the light of his ancestors, and his background and 
circumstances. It is, I believe, the inability to accept that 
there are such opposing points of view which has been 
the stumbling-block in effecting a common purpose in dealing 
with the medico-legal and medico-social disorders which 
occupy the law courts. The law, the Church, public opinion, 
and large numbers of our own profession are happy enough 
to regard any transgression of the social or moral code as 
bad, as wicked, and as meriting condign punishment. They 
never seem to consider motivation or circumstances. They 
have never heard of the unconscious. They have never 
seemed to realize how narrow the margin is between the 
bad, the good, the unsound, the abnormal, or how impossible 
it is to separate conduct disorder into categories which are 
subject to rigid laws. 


The Open Mind 


It might seem as if I were straying from my remit, but 
my object in making the above remarks has been to show 
how imperative it is for the psychiatrist in dealing with such 
matters, in directing his inquiries, and in formulating his 
report to keep an open mind as free from prejudice and 
preconceived ideas as possible. That may not be so easy 
as it seems. Your opinion will have been enlisted on the 
side of the prosecution or defence (except in those rare 
instances where you are invited to arbitrate between two 
opposing views), and it may appear a little churlish and 
rude not to support the employing authority. But do not 
let that influence you too much. Remember you are taking 
part in the proceedings so as to assist the court to come 
to a fair judgment; you are not there to fight the case 
to gain a verdict as it is the duty of opposing counsel to do. 
Medical evidence should be non-partisan, unbiased, and 
based on an accurate assessment of the medical facts. On 
numerous occasions, after my examination has been 
completed, I have informed my employing authority that 
it would be injudicious and inadvisable to call me as a 
witness because I would be unable to support their client, 
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and would do their case more harm than good. That 
attitude has been appreciated and respected ; it has assisted 
materially in the rapidity with which a case may be settled, 
and indirectly, I believe, it has resulted in an increase rather 
than in a diminution of one’s forensic practice. 


The Aim of Examination 


Never hesitate to request permission to make several 
examinations ; one may be quite insufficient. Your aim will 
be to obtain a ‘comprehensive accurate clinical picture of 
the individual in relation to all the surrounding circumstances, 
and therefore in addition to your examination of the patient 
you may find it essential to seek information from relatives, 
friends, business associates, doctors, ministers, teicher 
social workers, or any other persons. All of them are nearly 
always willing to be most co-operative. 

The extent of your inquiries will be some indication of 
your thoroughness, and of your anxiety not to leave anything 
to chance. At all times and on all occasions maintain high 
professional standards, and in your examinations do not 
depend too much on the help of others. There is a certain 
sting in the tail of that remark, because I am disturbed by 
the knowledge that the art of good history-taking—an art 
which has been developed by the psychiatrist—is passing 
out of his hands into those of the social worker. Please 
do not misunderstand me. I have the highest respect and 
admiration for psychiatric social workers ; some of them are 
the salt of the earth, and they do most excellent work. But, 
as I see it, I believe that the doctor should carry out all 
examinations and the interviewing of relatives and others 
by himself. It is only by doing so that he gets that intimate 
feeling for the case which will help him so much both in 
diagnosis and in treatment. The psychiatric social worker 
can be employed for more detailed inquiries, but always 
under the doctor’s direction. Your prepared report should 
seek to do justice to all the relevant facts, which no doubt 
you will have grouped in an orderly manner and expressed 
positively. You should be ready to explain and elaborate 
your report whenever called upon to do so. Be as concise 
and free from ambiguity as possible. It is a sheer waste 
of time to introduce negative statements or to enter upon 
a highly technical differential diagnosis of clinical entities 
or embark on controversial theoretical formulations that can 
be boring, exasperating, and bewildering to a superlative 
degree. 


Framing a Report 

Write your report in language which is easily understood, 
and when technical terms are introduced it is advisable to 
define them at once. It is surprising, for instance, how 
perceptions and beliefs so different as illusions, hallucina- 
tions, delusions, and obsessions are referred to as if they 
were synonymous. We know that each has its own peculiar 
significance, which may affect prognosis, diagnosis, and 
treatment, and with a little care they can ali be defined 
easily enough and made understandable. The same sort of 
difficulty applies to the interpretation of schizophrenia, 
hysteria, psychopathic personality, and even more so to the 
language of the psycho-analyst involving such terms as the 
super-ego and the id, and such mechanistic phenomena as 
sublimation, projection, displacement of affect, introjection, 
dissociation, and so on. That was all brought home to me 
several years ago when Dr. Douglas Adams and I got 
into hot water when speaking on behalf of a motorist who 
was charged with the death of a pedestrian. We suggested 
that the defendant was suffering from “temporary mental 
dissociation due to toxic-exhaustive factors so that he was 
unaware of the presence of the deceased on the highway 
and of his injuries and death, and was incapable of appreciat- 
ing his immediately previous and subsequent actions.” The 
defence, I may say, was upheld, but we did not have an 
easy passage—and probably to-day we would not have 
postulated such a formidable diagnosis, or been so long- 
winded. 
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And now let me try to be a little more explicit. In 
framing your report you should state at whose instance you 
are acting, and where and when you have carried out your 
examination. If information—for example, police reports, 
a history from lawyers or relatives—has been supplied to 
you, you should state so before giving the details of your 
own observations. After you have given the individual's 
personal particulars you should describe his appearance, his 
manner, his ability to co-operate, and whether or not his 
answers are relevant and to the point. 

That great man Sir Thomas Clouston used to advise us 
in our examination of a patient to describe “ what he looks 
like, what he says, what he does.” That can still be your 
guide to-day. You must at once determine whether he 
knows the charge against him, or the reason why he has 
been referred to you for your opinion. In case there may 
be any doubt in the examinee’s mind you should always 
explain who you are, and what is the purpose of your 
examination. There must be no element of subterfuge, no 
attempt to cloak your identity. From the answers given. you 
will be able quickly to come to an opinion whether the 
person can plead to the charge against him, and whether 
his mind is in such a state he can understand the 
evidence, instruct his counsel, and follow the court procedure. 
During this time you will, of course, be noting emotional 
reactions, ideational clarity, and even, to a certain extent, 
the intellectual standard. It is important that the examinee 
should tell his story in his own words, and that you should 
listen with infinite patience and incorporate examples of his 
spontaneous account (where important or necessary). 
Interrupt as little as possible, and try to avoid asking leading 
questions. Naturally one’s method of approach will vary 
depending on the particular case, but it may be a useful 
plan to make a list of any complaints that are expressed, 
and to test the emotional and intellectual level by means of 
appropriate questioning. During your examination you will 
have been able to gain an impression of the personality 
type, and to form an opinion on his insight and judgment, 
and whether or not his response and his bearing are appro- 
priate to the circumstances. You should also be able to 
form a tentative estimate regarding the changes that may 
have taken place in your patient’s condition since the court 
action was raised. 

After you have completed a physical examination, with 
particular reference to whether or not there is any organic 
disorder of the nervous system, you may request that special 
examinations be effected—for example, E.E.G., blood and 
cerebrospinal fluid examinations, radiographic findings, 
and so on. 

In your final summing-up the relevant points will be 
grouped and emphasized, and a particular clinical entity will 
be described which will be correlated with the family history, 
the personality type, and the environmental circumstances. 
In certain instances it may be both wise and necessary to 
suggest a diagnosis, and even to consider the prognosis 
and probable effect of treatment. You may even in the 
most humble and tentative way venture to suggest to the 
court how the case might be best disposed of—for example, 
homosexual cases. 

If there is any doubt in your mind you should not be 
afraid to express it, but at the same time you must realize 
that it is quite reasonable to talk in terms of probability 
rather than of certainty. Since your original examination 
other information regarding the case may have come to 
your knowledge which may lead you to modify or change 
your opinion. In cases in which the plea of insanity is 
entered in bar of trial or sentence—for example, murder— 
you will require to state whether the accused, because of 
his mental state, is unable to plead, or at least is so affected 
that mitigation of sentence may be expected on the basis 
of diminished responsibility. In the majority of cases, 
however, we have to be sure that the accused has a full 
knowledge of the position in which he is placed, knew what 
he was doing at the time of the occurrence, and is able to 


instruct counsel and follow the evidence which may be led 
in court. 

I have always had great courtesy and co-operation from 
the prison personnel, and every facility has been provided 
whereby an adequate examination can be carried out. 
I have never thought it was necessary or indeed advisable 
to transfer or remove a prisoner to a psychiatric clinic for 
intensive or prolonged observation; such a course may 
easily create complications which are best avoided. For 
instance, one requires to be wary in rélation to the possibility 
of simulation, and to the evaluation of what so many 
prisoners refer to as “ black-outs ” or loss of memory. They 
soon become knowledgeable of psychiatric terms. Prisoners 
who use such an excuse or evasion, especially when 
previously there has never been anything to substantiate such 
a state, should be regarded with grave suspicion. It should 
be remembered that the “fear period” previous to trial 
and sentence is apt to colour the clinical picture, but that 
it becomes modified and rapidly fades away once the position 
is clarified and the trial met. 

In my examinations I endeavour to come to a fair estimate 
of the patient's intellectual capacity. In this I am influenced 
much more by the person’s educational opportunities and 
work record than by the determination of his LQ. (especially 
in the case of adults); the latter is essential in the case of 
young people so that the most suitable arrangements can be 
made for education and training. Your report is always 
submitted on Soul and Conscience. 


In the Witness-box 


When you enter the witness-box you must be prepared to 
testify to the truth of your report, to maintain your opinion, 
to answer all questions in an unequivocal manner, and to 
speak in a clear, confident voice so that both judge and 
jury know what you are saying. If you have told the truth, 
and nothing but the truth, and if you know your work, 
and can vouch for what you have said, then you need not 
be disturbed by your examination-in-chief, by your cross- 
examination, or by any special questions which the judge 
may ask you. It is the cross-examination which so many 
witnesses fear. An astute and clever counsel may make 
you uncomfortable by querying your opinion, by pointing 
out flaws and inconsistencies in your argument, by criticizing 
the form of your examination, the extent of your inquiries 
from outside sources, and the actual time you have been 
engaged on the case. Do not become either irritated or 
flustered—the cooler you are the better—and never try to 
score off counsel, for he is usually a good deal more nimble- 
witted than you are. Never mind if you have to concede 
a point here and there, but never allow your opinion of the 
main issue to be disturbed. Above all, you will be wise to 
avoid being patronizing or presumptuous so that no one can 
accuse you of trying to ape the Almighty. 

If you are asked questions which you are unable to 
answer, admit your ignorance, and if you don’t know your 
work you had better keep out of the witness-box altogether. 
If, on the other hand, you don't understand the questions 
asked, appeal to the judge, who is always ready to clarify 
the question and to advise and direct counsel: It is 
important, no matter how strongly one feels, not to overstress 
the situation, not to overplay your hand, but to strike a 
reasonable balance between sense and sentimentality ; the 
one is, to a certain extent, complementary to the other. If 
you have been so indiscreet as to write papers and text- 
books you must be prepared to have them quoted against 
you. It may be advisable to ask that the passage referred 
to should be shown to you, as a statement may often be 
taken from its context. You can always counter the 
suggestion made by saying that opinions previously expressed 
are always susceptible to change and modification. And 
certainly you need never hesitate to state, when a medical 
colleague’s opinion is quoted against yours, that he is entitled 
to his opinion but that you are perfectly satisfied with, 
and indeed prefer, your own. 
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Illustrative Cases 


Every medico-legal case presents its own particular 
problem, but provided the above principles are kept in mind 
they can be applied to either a civil or a criminal action. 
It is obvious that it would be impossible to illustrate every 
sort of situation, but for the purpose of this lecture I have 
drawn examples from a few recent cases. Davidson (1947) 
gives a much more detailed account. 


Testamentary Capacity 

You are also familiar, I have no doubt, with the points 
which require to be kept in mind in deciding whether or 
not a person can make a valid will. It is not especially 
difficult to decide when the person is still alive. But it not 
infrequently happens that when a will is contested the 
testator is already dead, and your opinion will require to be 
founded on the history of his health, on various documents 
and actions, and on whether, at the time the will was made, 
it was probable that his mental faculties were so intact 
that he knew his intention, was not unduly influenced, and 
did no injustice to those whe might normally be entitled 
to benefit. 

Such questions arose in the case of a lady, 80 years old, 
who had made a new will five days before her death. For 
many years she and her husband had been cared for by 
one of their sons, James. James, however, found his 
burden too difficult, and asked his brother, who was 
unemployed, and his wife to assist. They agreed to do so. 
But just at the time when the testatrix suffered from her 
last illness, diagnosed as senility and myocarditis, James 
was certified as of unsound mind and removed to a mental 
hospital, from which he eventually made a good recovery. 
On returning home he found that the previous will, which 
had been in his favour, had been overturned, and that a 
second will had been made in favour of his brother. At 
the time of the second will it was admitted that the testatrix 
was confined to bed, that she was so enfeebled that every- 
thing had to be done for her, that she could not sign her 
name, and could only record her approval or dissent by a 
nod or a shake of the head. I had no hesitation in forming 
the opinion that the testatrix was so incapacitated mentally 
that for some time previous to signing the second will it 
was most improbable that she was able to execute a valid 
legal document. That opinion was upheld. During the 
court action, however, the opposing counsel tried to prove 
that the family doctor who had been in attendance was 
much more likely to express a more convincing opinion 
than someone who had not seen or examined the testatrix. 
I agreed readily enough, and said I would be satisfied if I 
knew the extent and nature of the family doctor's investiga- 
tions, but such information was not forthcoming. 


Compensation 

The difficulty the psychiatrist is faced with in cases of 
compensation is the long interval which has elapsed between 
the accident and the psychiatrist's examination. Months or 
years may have elapsed, and during that time the claim, 
instead of getting less, has usually become greatly increased, 
and the claimant's condition aggravated and set. It is 
difficult to strike a reasonable balance. The pursuer’s 
claims may be as grossly excessive as the defendant's 
disclaimers are inadequate, and a dispute is entered into 
which prevents an adequate compromise or a just settlement. 
Often the alleged disability is entirely out of proportion to 
the precipitating cause, but it may be difficult to prove 
that the accident has not been the main factor, especially 
when the person has been in employment until the time 
of the accident. For instance, a man 28 years old, who had 
suffered no serious physical injury but experienced a degree 
of shock, claimed four years later, when I examined him, that 
he suffered from “turns” and had had a serious loss of 
memory. In fact, his memory disturbance was a massive 
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accident had been the precipitating factor, but it was not 
easy to convince a judge and jury of the true position. 

A somewhat similar case was that of a man 37 years old 
who claimed a massive amnesia as a result of head injuries. 
Actually, in 1938 he had experienced a transitory loss of 
memory due to a serious injury ; but in 1942 he returned to 
work, and continued steadily until 1947, and again from 
1948 to 1951. In 1953 he sustained further injuries, reacted 
in a similar way to 1938, but was not referred until 1955. 
He failed to co-operate in treatment. The assessment of 
appropriate compensation was most difficult to determine. 

In such cases we are asked to estimate the prognosis, 
and the probable effect of treatment. The matter is almost 
too hazardous, and it is usually better to state that we cannot 
tell or that we can only venture on a probable estimate. 


Divorce Cases 


The issues in such cases are quite numerous—for example, 
cruelty, desertion, chronic alcoholism, inability to consum- 
mate the marriage, insanity. It is the last-mentioned’ issue 
with which we as psychiatrists are most frequently concerned. 
Many of us believe that divorce on the basis of five years’ 
continuous treatment in a mental hospital is neither a wise 
nor a just act, but it has been incorporated into our legal 
Statutes, and it is our duty to interpret it in a reasonable 
manner. 

Most of us have experience of patients who have made 
a reasonable recovery, spontaneously, long after a lapse of 
five years, but such cases are by no means common. Post- 
leucotomy cases may present a special issue, but we should 
remember that all we are required to do, medically, is to 
state that there is little or no probability that the defendant 
is ever likely to fit into social life. We should learn to be 
broad-minded and reasonable in such cases, and not allow 
our therapeutic optimism to run away with our judgment. 

The above comment also applies to the treatment of sexual 
offenders. We have really very little success in treatment 
to offer, and in giving evidence in court we should be very 
careful not to promise more than can be justified by the 
actual facts. 

Criminal Cases 


Here we deal with dramatic and tragic issues which are 
headlined in the newspapers, and which may so inflame 
public opinion that justice is not always easy. Irrespective 
of the nature of the atrocity, it is our duty to examine every 
aspect of the case with the same scrupulous care and 
consideration that we should give to any other, and not to 
express an opinion until we have come to a firm decision 
whether or not the accused is of sound mind and able to 
plead to the charge against him. This is not easy : the ability 
to plead and soundness of mind do not always go together. 
I have had experience with many persons whom I have con- 
sidered fit to plead, but I have not regarded them as of sound 
mind. It was because of the frequency of such cases that our 
Scottish courts came to accept, in murder cases, the plea of 
diminished responsibility—a plea which was narrowly 
rejected for incorporation into English law by the Royal 
Commission on Capital Punishment. Its acceptance is now 
being advocated by a Committee of the Inns of Court 
Conservative and Unionist Society under the chairmanship 
of Sir Lionel Heald, Q.C., M.P., a former Attorney-General. 

This modification of the law has proved valuable, and 
makes allowance for states of disordered mental functioning 
which border both on sanity or insanity—the afflicted person 
is not “clean daft” but “ just not quite right "—* not in the 
number one category.” It is of interest that the above 
committee of eight barristers, four of them M.P.s, should 
have come round to this point of view. In a manner it is 
a triumph for psychiatry and an indication that we are no 
longer merely foolish sentimentalists who are eager .to 
defeat the ends of justice. We abominate crimes of violence 
just as every decent-minded citizen does, but many of us 
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served by fierce denunciation from the bench, by flogging 
with the cat, or by capital punishment. If all criminal con- 
duct was deliberate and purposive then a case might be made 
out for such procedures, but in the majority of instances the 
criminal act is usually instinctive and emotionally determined, 
or else it is the result of the distorted reasoning of a men- 
tally abnermai person. The difficulties, however, are very 
great, and as doctors it is our duty to assist the courts and not 
produce reports testifying how we think the law should be 
administered. It may, however, be respectfully and tenta- 
tively suggested that the plea of diminished responsibility 
could be extended to other criminal actions -for example, 
sexual crimes, 

The whole matter is far from easy; it is much more 
complicated, as has been pointed out by Simpson (1948), 
than merely to base your decision on whether or not the 
accused would have committed his offence if a policeman 
had been at his elbow. If the answer is in the negative 
then drag him to the scaffold; if in the affirmative, make 
arrangements for him in a suitable State institution. 


Conclusion 


I apologize if I have wandered about a good deal in 
presenting some of the experience I have had in court work. 
I am impressed by the increasing co-operation between 
doctors and lawyers, and I have wondered how we might get 
even closer together. By the time we are fully qualified 
and have gained considerable experience we have become 
almost too set in our respective points of view. It has 
seemed to me that it might be a constructive suggestion if 
lawyers, doctors, the clergy, social workers, and even scien- 
tists, on whom intellectual and cultural progress largely 
depends, could have a common basic training, and then later 
branch off into their respective specialties. My basic train- 
ing course would consist of an intensive programme whereby 
it might be possible to blend the pursuit of knowledge for 
its own sake, which we call disinterested intellectual curiosity, 
with a greater understanding of the fundamental facts of 
human nature, of which there is such abysmal ignorance. 
Technically this might entail a course of instruction in 
philosophy and psycho-biological principles, but perhaps if 
we took some of those with deep psychological insight and 
humanitarian instincts as our guides--men like William 
Shakespeare and Robert Burns—-than we might learn to do 
greater justice to our common humanity. 

But the final word would be with the Apostle Paul when, 
in the Epistle to the Romans vu. 1, he inquires: “ Know 
ye not, brethren, (for I speak to them that know the law.) 
how that the law hath dominion over a man as long as he 
liveth ?” 
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A forecast that the number of older men and women in 
the United Kingdom in 1971 will be over 37%, more than in 
1951 and the number of young people will be 64% less is 
given in a report published by the Organization for European 
Economic Co-operation with the tithe Demographic Trends 
in Western Europe (H.M.S.O., 9s.). There will be 281 older 
men and women per 1,000 persons of working age in 1971 
compared with 212 in 1951. The number of young people 
per 1,000 of the working population will change from 350 
in 1951 to 359 in 1961 and 316 in 1971. The total population 
of this country is expected to increase from 504 million in 
1951 to nearly 534 million in 1971, an increase of 6%, 
though this is reduced to 5% if allowance is made for a net 
rate of emigration of 25,000 a year. The report points out 
that in most of the fifteen member countries of O.E.E.C. the 
population will be higher in 1971 than in 1951. 
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SOME RECENT ADVANCES IN 
ENDOCRINOLOG Y* 
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Consultant Endocrinologist, Department of Obstetrics. 
University College Hospital, London 


The increase in knowledge of the subject of endocrino- 
logy, like that of so many other branches of medicine, 
has been so rapid in the past decade or two that it is 
most difficult, even for one professedly engaged in the 
specialty, to keep abreast of all the advances made. 
How much more difficult, therefore, must it be for the 
general practitioner, not, of course, to keep really 
abreast of recent advances, for that is scarcely possible, 
but merely to have an awareness; and some appreciation, 
of the more important of these. This account attempts 
to review some of the recent advances in endocrinology 
which are likely to be of interest to practitioners—and, 
incidentally, which are of special interest to me. 

The selection of material for inclusion in this review 
has not been easy. For example, an enormous literature 
on the thyroid gland has developed within the past few 
years, to summarize which is quite beyond my ability. 
To say nothing of advances in clinical knowledge, 
especially relating to diagnosis and treatment of thyroid 
disorders, there have been developments of fundamental 
importance in the physiology of thyroid function, out- 
standing among which is the work by Pitt-Rivers and by 
Gross leading to the discovery of 3:5: 3-l-triiodothy- 
ronine, a part of the circulating thyroid hormone of 
much greater activity than thyroxine itself (see Gross 
and Pitt-Rivers, 1952). Another advance of great clinical 
importance has been the introduction a few years ago 
of the new insulins, but with this, as for example with 
recent progress in bohe disease, in its endocrine context 
I am not well qualified to deal. It is proposed, there- 
fore, to confine the following account to three main 
topics: some aspects of the adrenal cortex ; pituitary 
insufficiency in the adult ; and some recent developments 
in our knowledge ‘of intersexuality. 


The Adrenal Cortex 


It is now generally agreed that the adrenal cortex pro- 
duces three main groups of steroid hormones. These are 
often referred to as: glucocorticoids, mineralocorticoids, 
and sex steroids. It is probable that each of these groups 
contains more than one steroid, and that some contain 
several different steroids. 


Glucocorticoids 


These are so called because, inter alia. they influence 
carbohydrate metabolism, encouraging gluconeogenesis 
from protein and the deposition of glycogen in the liver. 
They therefore cause protein catabolism. Another 
important property, of which much clinical use is made, is 
their anti-inflammatory action. They reduce the number 
of circulating eosinophils in the blood. It is probable that 
the principal steroid of this group secreted by the adrenal 
cortex is hydrocortisone (compound F,  17-hydroxy- 
corticosterone or cortisol), the actions of which are 
essentially the same as those of cortisone (compound E, 11- 
dehydro-17-hydroxycorticosterone). Kendal! (1952) reviewed 
in synoptic form the research which led to the isolation and 

* Based on a lecture to the Kingston Division of the British 
Medical Association delivered on February 14, 195 
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identification of the adrenocortical steroids and to the 
demonstration of the profound effects of cortisone and 
hydrocortisone. It is important to note that, remarkable as 
as are the restorative effects of these two steroids in adrenal 
deficiency states, these substances are less well endowed 
with life-maintaining properties than are the mineralo- 
corticoids. Actually, hydrocortisone and cortisone them- 
selves have important effects on electrolyte and water 
metabolism, so that the differentiation into glucocorticoids 
and mineralocorticoids is to some extent arbitrary and not 
altogether sharply defined. For example, in Addison's 
disease there is an excessive loss of sodium in the urine and 
the kidney is unable to handle a water load efficiently ; corti- 
sone or hydrocortisone restores the ability to handle a water 
load as well as the electrolyte balance, but whereas the 
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steroids.” This term was applied by Norymberski (1952) 
to those corticosteroids having the side-chain 17:20:21- 
triol, 17:21-diol-20-one, or 17:20-glycol, which, on treat- 
ment with sodium bismuthate, are converted into 17- 
ketosteroids and which can be estimated as such in the 
usual manner (a fairly straightforward chemical procedure). 
By measuring the 17-ketosteroids before and after sodium 
bismuthate treatment, the 17-ketogenic steroid figure is 
obtained by difference. By obviating the difficulties of 
hydrolysis and extraction of urinary corticosteroids inherent 
in other methods for their determination, this new procedure 
offers great practical advantages, and seems to be the most 
satisfactory for clinical use. The 24-hour excretion of 17- 
ketogenic steroids is 9.6-22 mg. for normal men, 4.6-18 mg. 
for normal women, and 2.3-3.8 mg. for normal children 

aged 6-11 (Norymberski ef al., 1953; Hubble, 


CH, 1955; Diczfalusy et al., 1955). 


The measurement of adrenal corticosteroids in 


CHOH the blood originally depended upon bioassay (V ogt, 


LOH 1943), but Nelson and Samuels (1952) were the 
: first to devise a chemical procedure which has 
met with acceptance and, with various modifica- 

tions, has been utilized by a number of workers 

(see review by Bongiovanni and Eberlein, 1955). 
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latter is also restored by mineralocorticoids (see aldosterone, 
below), they cannot, apparently, restore the water-load- 
handling ability of the kidney. 

Opinions are still divided on the mechanism by which 
cortisone enables the kidney to handle a water load. It may 
have a direct action on the renal tubule (Lewis, 1952) : and 
in this connexion Burston and Garrod (1952) have shown 
that it raises the lowered glomerular filtration rate and renal 
plasma flow, and decreases the excessive tubular reabsorp- 
tion found in adrenal insufficiency ; but it is also possible 
that cortisone leads to an increased rate of removal from 
the blood of antidiuretic hormone (secreted by the posterior 
pituitary) and so causes diuresis of a water load (Slessor, 
1952) 

The secretion of glucocorticoids is under the control of the 
anterior pituitary gland, being dependent upon the secretion 
by that gland of adrenocorticotrophic hormone (A.C.T.H., 
corticotrophin). They have the important property, not 
shared apparently by other adrenal steroids, of inhibiting, 
in sufficient dosage, the secretion of corticotrophin. The 
significance of this is considered later. 

Of the role of the adrenal cortex in adaptation to stress 
and of the therapeutic uses of cortisone in non-endocrine 
conditions nothing will be said ; to treat adequately of these 
matters would require a large volume in itself. However, 
some mention of the practical question of the clinical 
estimation of glucocortocid hormones might well be made. 
The first attempts utilized the ability of these steroids to 
deposit glycogen in the liver of adrenalectomized animals, 
but such bioassay was of very limited applicability. Several 
chemical methods have been developed, measuring “ reduc- 
ing” steroids, “ formaldehydogenic steroids, and so on, 
depending upon the particular chemical property involved 
by which the estimation was made. These methods, how- 
ever, have all been beset with difficulties in the complete 
hydrolysis and extraction of the hormones from urine and 
in the prevention of serious losses in the process. 

The simplest (albeit still technically complicated) method, 
devised by Norymberski and his colleagues (1953), measures 
the output of glucocorticoid hormones as “ 17-ketogenic 


20-glycol 


clinical application. 
Mineralocorticoids 


The recently isolated substance aldosterone is 
without doubt the most important member of this 
group, and is considered in detail below. 


Sex Steroids 

These form a heterogeneous collection of steroid 
substances, including androgens, oestrogens, and 
progesterone, all of which, in varying amounts, are produced 
by the adrenal cortex. It is probably only in various patho- 
logical states that the cortical oestrogen and progesterone 
output has any clinical significance, but the adrenal andro- 
gens constitute the “N™ hormone of Albright, so called 
because it has a nitrogen anabolic action, in contrast to the 
nitrogen catabolic action of the “S” hormone—the gluco- 
corticoids. Determination of the now familiar urinary 17- 
ketosteroids gives a somewhat rough-and-ready measure of 
the output of adrenal androgens (augmented in the male by 
the testicular androgens). 

An excellent general account of the adrenal steroids is 
given by Bishop (1954). 


Aldosterone 


As long ago as 1934 it was recognized that the amorphous 
fraction of adrenal extracts was particularly effective in 
maintaining life in adrenalectomized animals. Two decades 
elapsed before a specific crystalline component of this frac- 
tion, aldosterone, originally called electrocortin (in allu- 
sion to its electrolyte-regulating effects), was isolated and 
characterized. The final stages of this work were led by 
Simpson and Tait in England, and the chemical characteriza- 
tion was achieved by these authors, in collaboration with 
Reichstein, Wettstein, and their colleagues (Simpson er ai.. 
1954a, 1954b, 1954c)}—a remarkable piece of co-operative 
work carried out at the Courtauld Institute of the Middle- 
sex Hospital, the University of Basle, and the research 
laboratories of Ciba Ltd, 

The three lines of study which have led to our present 
stage of knowledge, ably reviewed by Gaunt er al. (1955), 
were (1) that concerned with the nature and effects of the 
amorphous fraction; (2) investigations of the biological 
activity of deoxycortone (D.C.A.), synthesized by Steiger 
and Reichstein in 1937, and found to have marked 
electrolyte-regulating effects ; and (3) that which arose from 
the demonstration, first by Luetscher and his colleagues in 
1950, of the existence of a urinary sodium-retaining sub- 
stance, particularly high titres of which were present in 
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diseases characterized by oedema. Eventually it was shown 
that this substance is aldosterone. 

Details of the background of knowledge which led to the 
isolation and characterization of aldosterone will not be 
discussed here; they are summarized in the review of 
Gaunt et al. mentioned above. Suffice it to say that in 1954 
Simpson et al. announced that electrocortin, as it had 
been called before the chemical structure was known, was 
11-8-21-dihydroxy-3,20-diketo-4-pregnene-18-al, or the 18- 
aldehyde of corticosterone, and they therefore proposed the 
name “aldosterone.” This structure is unique among the 
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hormonal steroids in two respects : (1) the presence of the 
18-aldehyde group, and (2) the fact that in solution it exists 
largely in an isomeric form, the 11-hemiacetal. Biological 
work with aldosterone has been hampered by the fact that 
it is present only in minute amounts in adrenal extracts, 
and it is probable that the urine of nephrotic patients may 
be the best natural source. Not until an economic method 
of synthesis is discovered will the substance become avail- 
able in quantity. 

Aldosterone has been shown to maintain electrolyte 
balance and well-being in Addisonian patients. Its potency 
appears to be of the order of twenty to thirty times that 
of D.C.A., with the minimum dosage about 100 #g. a day. 
Doses of the order of 1 mg. a day can cause some salt and 
water retention. Thorn er al. (mentioned by Gaunt er ail., 
1955) believe that depression of the urinary Na/K ratio is 
the most sensitive indicator of aldosterone activity in man, 
and that it is most effectively administered either intra- 
venously or by frequent injections in aqueous solution. 
More recent studies by Prunty and his colleagues (Hetzel 
et al., 1956) have confirmed and extended these observa- 
tions ; they found the intramuscular route to give the most 
regular effect on sodium retention. 

The influence of aldosterone on water excretion is com- 
plex, depending upon a number of factors. It resembles 
D.C.A. in its relative inability to repair the poor handling 
of a water load by Addisonian patients; in contrast, 
cortisone readily restores the ability to excrete a water load 
by such patients. In certain experimental conditions, how- 
ever, aldosterone may have definite diuretic properties. 

Aldosterone protects adrenal-deficient subjects against 
the effects of stress far better than D.C.A. It has relatively 
little effect on carbohydrate or protein metabolism, unlike 
cortisone. It appears to have little protective action against 
allergic manifestations. It has little if any action in inhibit- 
ing the secretion of corticotrophin by the pituitary. Unlike 
D.C.A., it does not appear to have hypertensive action, 
although it will maintain normal blood pressure in 
Addisonian patients. 

Although it has been shown that aldosterone excretion is 
increased in a number of pathological states—in patients 
with oedema of cardiac and renal origin, in eclampsia, 
hepatic cirrhosis, in malignant hypertension, and post-opera- 
tively, during the period of potassium loss—it is important, 
as Luetscher (1952) has pointed out, to recognize that many 
of the changes in renal and endocrine function in these 
states are the result and not the cause of the several 
diseases. 


> 


- 


RECENT ADVANCES IN ENDOCRINOLOGY 


A syndrome of primary aldosteronism was described by 
Conn (1955), and a case similar to that of Conn was 
reported by Mader and Iseri (1954). Subsequent surgery 
revealed the presence of adrenal tumours in both instances. 
A further case, also with an adrenal tumour, has now been 
reported from Wales by Chalmers ef al. (1956). The 
principal features of the syndrome are high titres of aldo- 
sterone-like material in the urine, low plasma potassium 
and high sodium, alkalosis, polyuria, intermittent tetany, 
muscular weakness, and hypertension. There was no 
oedema. The excretion of 17-hydroxycorticoids was normal 
or only slightly raised. Mader and Iseri emphasized the 
marked lowering of plasma magnesium and the negative 
magnesium balance in their case, and they also noted 
adrenal atrophy, suggesting that pituitary-suppressing 
steroids were being elaborated. Conn suggests that other 
examples of “ potassium-losing nephritis” may be instances 
of the same syndrome; and indeed it was this suggestion 
which led Chalmers and his colleagues to reinvestigate their 
patient, previously diagnosed as a case of “ potassium- 
losing nephritis,” with the subsequent discovery of the 
adrenal tumour by radiography after pre-sacral air in- 
sufflation. It is clearly of considerable interest that adrenal 
tumours may occur which secrete excess aldosterone 
counterparts of those tumours which produce primarily 17- 
hydroxycorticoids and cause Cushing’s syndrome, and those 
which produce androgens and cause the adrenogenital 
syndrome. These cases perhaps define true chronic aldoster- 
one overdosage effects in a way not yet possible experi- 
mentally because of the scarcity of the hormone. 

The mechanisms controlling the secretion of aldosterone 
are not yet known, but one important fact is certain : 
aldosterone is not under the complete and direct control of 
corticotrophin as are the other major corticoids. From 
the fact that life and electrolyte balance can be maintained 
after hypophysectomy, and that hypophysectomized animals 
die promptly after adrenalectomy, it has been clear that 
the adrenal can secrete an electrolyte-regulating material, 
independent of the pituitary. Patients with panhypopitui- 
tarism excrete normal amounts of aldosterone (Gordon ef 
al., 1954 ; Luetscher and Axelrad, 1954), although the secre- 
tion of other corticoids is greatly reduced. Aldosterone 
excretion is enhanced by a low-salt diet, and Laragh and 
Stoerk (1953) have provided strong evidence in the dog, 
supported by observations in man and the rat, that increase 
in the plasma potassium ion, or a decrease in the plasma 
Na/K ratio, may be the most potent stimulus to aldosterone 
secretion, though whether directly or indirectly is not known. 
It is possible, though less certain, that pituitary growth 
hormone may stimulate, and that other corticoids may sup- 
press, the secretion of aldosterone. However, Farrell e¢ al. 
(1956) have shown that the administration of 100 mg. of 
cortisone or hydrocortisone daily for five weeks to dogs does 
not reduce the amount of aldosterone in the adrenal 
venous blood, though the secretion of other corticosteroids 
is markedly reduced. The adrenals underwent atrophy as 
a result of this treatment, but the zona glomerulosa, the 
probable site of production of aldosterone, remained 
unaffected. 

The observation that low-salt diets call forth a compen- 
satory secretion of aldosterone means that the effectiveness 
of such diets is more or less self-limited. For this and for 
other reasons, the discovery of some practical means of 
inhibiting the secretion of aldosterone would be of consider- 
able therapeutic value. 


Some Aspects of Adrenal Hyperfunction 


Hyperfunction of the adrenal cortex may affect any or 
all of its three groups of hormones, may be congenital or 
acquired, and may be due to hyperplasia or to tumour. A 
number of syndromes may thus arise, one of which, primary 
aldosteronism, has received some mention already. Two 
others of importance are Cushing’s syndrome, in which 
overproduction of glucocorticoids is the essential feature ; 
and the adrenogenital syndrome, in its various forms, in 
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identification of the adrenocortical steroids and to the 
demonstration of the profound effects of cortisone and 
hydrocortisone. It is important to note that, remarkable as 
as are the restorative effects of these two steroids in adrenal 
deficiency states, these substances are less well endowed 
with life-maintaining properties than are the mineralo- 
corticoids. Actually, hydrocortisone and cortisone them- 
selves have important effects on electrolyte and water 
metabolism, so that the differentiation into glucocorticoids 
and mineralocorticoids is to some extent arbitrary and not 
altogether sharply defined. For example, in Addison's 
disease there is an excessive loss of sodium in the urine and 
the kidney is unable to handle a water load efficieatly ; corti- 
sone or hydrocortisone restores the ability to handle a water 
load as well as the electrolyte balance, but whereas the 
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latter is also restored by mineralocorticoids (see aldosterone, 
below), they cannot, apparently, restore the water-load- 
handling ability of the kidney. 

Opinions are still divided on the mechanism by which 
cortisone enables the kidney to handle a water load. It may 
have a direct action on the renal tubule (Lewis, 1952) : and 
in this connexion Burston and Garrod (1952) have shown 
that it raises the lowered glomerular filtration rate and renal 
plasma flow, and decreases the excessive tubular reabsorp- 
tion found in adrenal insufficiency ; but it is also possible 
that cortisone leads to an increased rate of removal from 
the blood of antidiuretic hormone (secreted by the posterior 
pituitary) and so causes diuresis of a water load (Slessor, 
1952) 

The secretion of glucocorticoids is under the control of the 
anterior pituitary gland, being dependent upon the secretion 
by that gland of adrenocorticotrophic hormone (A.C.T.H., 
corticotrophin). They have the important property, not 
shared apparently by other adrenal steroids, of inhibiting, 
in sufficient dosage, the secretion of corticotrophin. The 
significance of this is considered later. 

Of the role of the adrenal cortex in adaptation to stress 
and of the therapeutic uses of cortisone in non-endocrine 
conditions nothing will be said ; to treat adequately of these 
matters would require a large volume in itself. However, 
some mention of the practical question of the clinical 
estimation of glucocortocid hormones might well be made. 
The first attempts utilized the ability of these steroids to 
deposit glycogen in the liver of adrenalectomized animals, 
but such bioassay was of very limited applicability. Several 
chemical methods have been developed, measuring “ reduc- 
ing” steroids, “ formaldehydogenic steroids, and so on, 
depending upon the particular chemical property involved 
by which the estimation was made. These methods, how- 
ever, have all been beset with difficulties in the complete 
hydrolysis and extraction of the hormones from urine and 
in the prevention of serious losses in the process. 

The simplest (albeit stil! technically complicated) method, 
devised by Norymberski and his colieagues (1953), measures 
the output of glucocorticoid hormones as “ 17-ketogenic 
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steroids.” This term was applied by Norymberski (1952) 
to those corticosteroids having the side-chain 17:20:21- 
triol, 17:21-diol-20-one, or 17:20-glycol, which, on treat- 
ment with sodium bismuthate, are converted into 17- 
ketosteroids and which can be estimated as such in the 
usual manner (a fairly straightforward chemical procedure) 
By measuring the 17-ketosteroids before and after sodium 
bismuthate treatment, the 17-ketogenic steroid figure is 
obtained by difference. By obviating the difficulties of 
hydrolysis and extraction of urinary corticosteroids inherent 
in other methods for their determination, this new procedure 
offers great practical advantages, and seems to be the most 
satisfactory for clinical use. The 24-hour excretion of 17- 
ketogenic steroids is 9.6-22 mg. for normal men, 4.6-18 mg. 
for normal women, and 2.3-3.8 mg. for normal children 

aged 6-11 (Norymberski ef al., 1953; Hubble, 


CH, 1955; Diczfalusy et al., 1955). 


The measurement of adrenal corticosteroids in 


CHOH the blood originally depended upon bioassay (Vogt, 
OH 


1943), but Nelson and Samuels (1952) were the 
first to devise a chemical procedure which has 
met with acceptance and, with various modifica- 
tions, has been utilized by a number of workers 
(see review by Bongiovanni and Eberlein, 1955). 
It is too complicated, however, to have general 
clinical application. 


Mineralocorticoids 


The recently isolated substance aldosterone is 
without doubt the most important member of this 
group, and is considered in detail below. 


Sex Steroids 


These form a heterogeneous collection of steroid 
substances, including androgens, oestrogens, and 
progesterone, all of which, in varying amounts, are produced 
by the adrenal cortex. It is probably only in various patho- 
logical states that the cortical oestrogen and progesterone 
output has any clinical significance, but the adrenal andro- 
gens constitute the “N™ hormone of Albright, so called 
because it has a nitrogen anabolic action, in contrast to the 
nitrogen catabolic action of the “S” hormone—the gluco- 
corticoids. Determination of the now familiar urinary 17- 
ketosteroids gives a somewhat rough-and-ready measure of 
the output of adrenal androgens (augmented in the male by 
the testicular androgens). 

An excellent general account of the adrenal steroids is 
given by Bishop (1954). 


Aldosterone 


As long ago as 1934 it was recognized that the amorphous 
fraction of adrenal extracts was particularly effective in 
maintaining life in adrenalectomized animals. Two decades 
elapsed before a specific crystalline component of this frac- 
tion, aldosterone, originally called electrocortin (in allu- 
sion to its electrolyte-regulating effects), was isolated and 
characterized. The final stages of this work were led by 
Simpson and Tait in England, and the chemical characteriza- 
tion was achieved by these authors, in collaboration with 
Reichstein, Wettstein, and their colleagues (Simpson ef ai.. 
1954a, 1954b, 1954c)—a remarkable piece of co-operative 
work carried out at the Courtauld Institute of the Middle- 
sex Hospital, the University of Basle, and the research 
laboratories of Ciba Ltd. ' 

The three lines of study which have led to our present 
stage of knowledge, ably reviewed by Gaunt er al. (1955), 
were (1) that concerned with the nature and effects of the 
amorphous fraction; (2) investigations of the biological 
activity of deoxycortone (D.C.A.), synthesized by Steiger 
and Reichstein in 1937, and found to have marked 
electrolyte-regulating effects ; and (3) that which arose from 
the demonstration, first by Luetscher and his colleagues in 
1950, of the existence of a urinary sodium-retaining sub- 
stance, particularly high titres of which were present in 
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diseases characterized by oedema. 
that this substance is aldosterone. 
Details of the background of knowledge which led to the 
isolation and characterization of aldosterone will not be 
discussed here; they are summarized in the review of 
Gaunt et al. mentioned above. Suffice it to say that in 1954 
Simpson et ail. announced that electrocortin, as it had 
been called before the chemical structure was known, was 
11-8-21-dihydroxy-3,20-diketo-4-pregnene-i8-al, or the 18- 
aldehyde of corticosterone, and they therefore proposed the 
name “aldosterone.” This structure is unique among the 
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hormonal steroids in two respects : (1) the presence of the 
18-aldehyde group, and (2) the fact that in solution it exists 
largely in an isomeric form, the 11-hemiacetal. Biological 
work with aldosterone has been hampered by the fact that 
it is present only in minute amounts in adrenal extracts, 
and it is probable that the urine of nephrotic patients may 
be the best natural source. Not until an economic method 
of synthesis is discovered will the substance become avail- 
able in quantity. 

Aldosterone has been shown to maintain electrolyte 
balance and well-being in Addisonian patients. Its potency 
appears to be of the order of twenty to thirty times that 
of D.C.A., with the minimum dosage about 100 »g. a day. 
Doses of the order of 1 mg. a day can cause some salt and 
water retention. Thorn et al. (mentioned by Gaunt er al., 
1955) believe that depression of the urinary Na/K ratio is 
the most sensitive indicator of aldosterone activity in man, 
and that it is most effectively administered either intra- 
venously or by frequent injections in aqueous solution. 
More recent studies by Prunty and his colleagues (Hetzel 
et al., 1956) have confirmed and extended these observa- 
tions ; they found the intramuscular route to give the most 
regular effect on sodium retention. 

The influence of aldosterone on water excretion is core- 
plex, depending upon a number of factors. It resemb c= 
D.C.A. in its relative inability to repair the poor ha: 2 
of a water load by Addisonian patients; in contest, 
cortisone readily restores the ability to excrete a water ou 4 
by such patients. In certain experimental conditions, hew- 
ever, aldosterone may have definite diuretic properties. 

Aldosterone protects adrenal-deficient subjects against 
the effects of stress far better than D.C.A. It has relatively 
little effect on carbohydrate or protein metabolism, unlike 
cortisone. It appears to have little protective action against 
allergic manifestations. It has little if any action in inhibit- 
ing the secretion of corticotrophin by the pituitary. Unlike 
D.C.A., it does not appear to have hypertensive action, 
although it will maintain normal blood pressure in 
Addisonian patients. 

Although it has been shown that aldosterone excretion is 
increased in a number of pathological states—in patients 
with oedema of cardiac and renal origin, in eclampsia, 
hepatic cirrhosis, in malignant hypertension, and post-opera- 
tively, during the period of potassium loss—it is important, 
as Luetscher (1952) has pointed out, to recognize that many 
of the changes in renal and endocrine function in these 
states are the result and not the cause of the several 
diseases. 
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A syndrome of primary aldosteronism was described by 
Conn (1955), and a case similar to that of Conn was 
reported by Mader ana Iseri (1954). Subsequent surgery 
revealed the presence of adrenal tumours ir both instances. 
A further case, also with an adrenal tumour, has now been 
reported from Wales by Chalmers ef al. (1956). The 
principal features of the syndrome are high titres of aldo- 
sterone-like material in the urine, low plasma potassium 
and high sodium, alkalosis, polyuria, intermittent tetany, 
muscular weakness, and hypertension. There was no 
oedema. The excretion of 17-hydroxycorticoids was normal 
or only slightly raised. Mader and Iseri emphasized the 
marked lowering of plasma magnesium and the negative 
magnesium balance in their case, and they also noted 
adrenal atrophy, suggesting that pituitary-suppressing 
steroids were being elaborated. Conn suggests that other 
examples of “ potassium-losing nephritis" may be instances 
of the same syndrome ; and indeed it was this suggestion 
which led Chalmers and his colleagues to reinvestigate their 
patient, previously diagnosed as a case of “ potassium- 
losing nephritis,” with the subsequent discovery of the 
adrenal tumour by radiography after pre-sacral air in- 
sufflation. It is clearly of considerable interest that adrenal 
tumours may occur which secrete excess aldosterone 
counterparts of those tumours which produce primarily 17- 
hydroxycorticoids and cause Cushing’s syndrome, and those 
which produce androgens and cause the adrenogenital 
syndrome. These cases perhaps define true chronic aldoster- 
one overdosage effects in a way not yet possible experi- 
mentally because of the scarcity of the hormone. 

The mechanisms controlling the secretion of aldosterone 
are not yet known, but one important fact is certain : 
aldosterone is not under the complete and direct control of 
corticotrophin as are the other major corticoids. From 
the fact that life and electrolyte balance can be maintained 
after hypophysectomy, and that hypophysectomized animals 
die promptly after adrenalectomy, it has been clear that 
the adrenal can secrete an electrolyte-regulating material, 
independent of the pituitary. Patients with panhypopitui- 
tarism excrete normal amounts of aldosterone (Gordon ef 
al., 1954; Luetscher and Axelrad, 1954), although the secre- 
tion of other corticoids is greatly reduced. Aldosterone 
excretion is enhanced by a low-salt diet, and Laragh and 
Stoerk (1953) have provided strong evidence in the dog, 
supported by observations in man and the rat, that increase 
in the plasma potassium ion, or a decrease in the plasma 
Na/K ratio, may be the most potent stimulus to aldosterone 
secretion, though whether directly or indirectly is not known. 
It is possible, though less certain, that pituitary growth 
hormone may stimulate, and that other corticoids may sup- 
press, the secretion of aldosterone. However, Farrell e7 al. 

956) have shown that the administration of 100 mg. of 
«ortisone or hydrocortisone daily for five weeks to dogs does 
not reduce the amount of aldosterone in the adrenal 
venous blood, though the secretion of other corticosteroids 
ts markedly reduced. The adrenals underwent atrophy as 
a result of this treatment, but the zona glomerulosa, the 
probable site of production of aldosterone, remained 
unaffected. 

The observation that low-salt diets call forth a compen- 
satory secretion of aldosterone means that the effectiveness 
of such diets is more or less self-limited. For this and for 
other reasons, the discovery of some practical means of 
inhibiting the secretion of aldosterone would be of consider- 
able therapeutic value. 


Some Aspects of Adrenal Hyperfunction 

Hyperfunction of the adrenal cortex may affect any or 
all of its three groups of hormones, may be congenital or 
acquired, and may be due to hyperplasia or to tumour. A 
number of syndromes may thus arise, one of which, primary 
aldosteronism, has received some mention already. Two 
others of importance are Cushing’s syndrome, in which 
overproduction of glucocorticoids is the essential feature ; 
and the adrenogenital syndrome, in its various forms, in 
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which overproduction of adrenal androgens is responsible 
for the manifestations. I shall deal briefly with the present 
concepts of these diseases. 


Cushing's Syndrome 

This syndrome may be due to an adrenal tumour pro- 
ducing an excess of glucocorticoids or, more often, an excess 
of all adrenal steroids in varying proportions ; or to adrenal 
hyperplasia. In the former condition, mixed patterns are 
most likely to be found, with virilization as well as the 
features more appropriate to syndrome itself 
(obesity, essentially of the trunk; purple or red striae ; 
hypertension ; osteoporosis ; decreased glucose tolerance ; 
or actual diabetes mellitus), and the contralateral adrenal 
gland is usually atrophic—because the increased glucocorti- 
coid output by the tumour inhibits the secretion by the 
pituitary of corticotrophin. 

In Cushing’s syndrome due to hyperplasia it seems that a 
defect exists in the mechanism by which hydrocortisone (or 
cortisone) normally inhibits the pituitary secretion of 
corticotrophin so that overactivity of the basophil cells 
(hence the older term pituitary basophilism) leads to exces- 
sive secretion of corticotrophin. Occasionally a basophil 
adenoma may be present, but the development of this could 
well be a consequence rather than the cause of the excessive 
pituitary function. Alternative possibilities are that the 
regulation of corticotrophin production takes place at a 
higher level of circulating hydrocortisone ; and that the 
adrenal cortex is hyperreactive to corticotrophin. Certain 
it is that the already increased output of glucocorticoids, as 
measured either by the plasma corticosteroids or, for 
example, by the urinary 17-ketogenic steroids, is still further 
strikingly augmented by the administration of corticotrophin 
to patients with adrenal hyperplasia causing Cushing's 
syndrome. In contrast, corticotrophin has little effect on 
hormone production in patients with adrenal tumours, so 
that use may be made of the response to corticotrophin for 
differentiation between tumour and hyperplasia. 

In all cases of Cushing's syndrome an elevated output 
of 17-ketogenic steroids would be expected. The 17-keto- 
steroid output, however, is usually normal when the 
syndrome is due to adrenal hyperplasia, but when due to 
tumour, an elevation, sometimes enormous, is to be 
expected. 

Adrenogenital Syndrome 

This takes various forms, depending upon whether it is 
congenital or acquired and whether it occurs in the male or 
female. In the female the congenital form give rise to 
female pseudohermaphroditism and the acquired form to 
sexual precocity or to virilism. In the male it produces 
macrogenitosomia praecox. In all these varieties the 17- 
ketosteroid excretion is greatly increased, especially so when 
due to adrenal tumour. The response of the 17-ketosteroids 
to cortisone aids in differentiation between tumour and 
hyperplasia, since this substance depresses the 17-keto- 
steroid output in the latter case, but has no effect in the 
former. 

The very interesting theory regarding the pathogenesis of 
adrenal hyperplasia, put forward by Jailer (1953), is that 
the adrenal cortex in this condition is unable adequately to 
hydroxylate the 11 and 21 positions of C-21 steroids, lead- 
ing to the production of an incomplete adrenal steroid, 17- 
hydroxyprogesterone, instead of the normal production of 
17-hydroxycorticosterone (hydrocortisone), Because  17- 
hydroxyprogesterone is unable to inkibit the secretion of 
corticotrophin by the pituitary, the latter produces exces- 
sive amounts of that hormone, and the overstimulated 
adrenal cortex converts large quantities of steroid precursors 
into 17-hydroxyprogesterone. This, in turn, is metabolized 
to form substances excreted as 17-ketosteroids and aiso into 
preenanetriol, the excretion of which has been detected in 
this disease (Dorfman and Ungar, 1953). Fitting in well 
with the above theory is the effectiveness in treatment of 
cortisone first introduced for this purpose by Lawson 
Wilkins and his colleagues (Wilkins ef al., 19§2a, 1952b, 
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1952c, 1954: Wilkins and Cara, 1954); it depresses the 
excessive pituitary corticotrophin output and hence the 
adrenal overactivity, leading to a fall in 17-ketosteroid 
excretion to normal levels. 

That the above is not necessarily the whole story is to be 
deduced from the occurrence of varieties of congenital 
hyperplasia complicated by salt-losing tendencies or by 
hypertension. In the former type the increased loss of 
sodium in the urine leads to low plasma sodium levels 
accompanied by high—sometimes extraordinarily higa— 
plasma potassium levels, and these electrolyte derangements 
are not correctable by cortisone therapy alone. Evidently 
the adrenal cortex in these cases is unable to produce 
adequate amounts of mineralocorticoids, as well as 
glucocorticoids, and the addition to the therapeutic regime 
of D.C.A., sometimes in large quantity, becomes necessary. 
Presumably aldosterone would be the ideal agent for the 
purpose ; limited experience with 9-e-fluorohydrocortisone 
suggests that this substance, not yet available in quantity, is 
very effective not only for depressing the excessive adrenal 
androgen production but also in controlling the electrolyte 
balance. Three cases of congenital adrenal hyperfunction 
with hypertension were reported by Wilkins et al. (1954); 
one had macrogenitosomia praecox and the other two were 
female pseudohermaphrodites. Cortisone controlled the 
hypertension, though in the first patient overdosage actually 
made it worse. The mechanism involved in these cases is 
unknown. 


Hypopituitarism 


The following remarks are confined mainly to pituitary 
insufficiency in the adult, and are not concerned with 
pituitary dwarfism and infantilism. 

The first description of the pathological lesions and the 
clinical syndrome of severe long-standing hypopituitarism 
was given as long ago as 1914 by Simmonds, whose name 
thereafter became applied eponymously to the condition. 
Until recent years, however, much vagueness and confusion 
has persisted, chiefly because of Simmonds’s own introduc- 
tion of the term “ pituitary cachexia” in respect of his 
second and third patients who had pituitary tumours and 
had lost much weight (Simmonds, 1916), and because he 
emphasized the progeria shown by his sixth patient (Sim- 
monds, 1918). Not until 1939, when Sheehan described the 
hypopituitarism arising from post-partum necrosis of the 
anterior lobe of the pituitary gland, was cachexia, as a 
cardinal sign of the syndrome, shown to be mythical. In 
spite of Sheehan's classical paper, the differentiation of 
panhypopituitarism from anorexia nervosa continued to 
prove difficult to many clinicians until very recent years. 
Even in 1942, for instance, Escamilla and Lisser, having 
reviewed the literature, laid down four cardinal character- 
istics of the disease, of which one was loss of weight ; but 
the more critical study of Sheehan and Summers (1949), 
based on 95 cases in which at necropsy destruction of all, or 
nearly all, of the pituitary gland, without hypothalamic 
damage, had been proved, showed once again the con- 
spicuous absence of loss of weight, and indeed some 
patients with this disease may even be obese. 

The true picture of Simmonds’s disease has now become 
well recognized. Invariable findings are paleness of the 
skin, lack of body hair and of axillary sweating, weakness, 
and sensitivity to cold. Indeed, as Sheehan and Summers 
stated, “ A confident diagnosis of complete hypopituitarism 
can usually be made easily from a short clinical examina- 
tion. The special tests are chiefly of value for confirmation 
of the diagnosis, for assessment of the severity of the 
disease, and for academic study.” Unfortunately, all 
too often the diagnosis is missed, even when the 
history may be typical—for example, severe post-partum 
haemorrhage followed by failure of lactation, super- 
involution of the uterus, and amenorrhoea—and the find- 
ings clear to any who can properly interpret them. Such 
cases may for years be labelled “ anaemia “—which fails 
to respond to iron but does so readily to cortisone 
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(Summers, 1952)—or “ myxoedema “—which responds only 
poorly to thyroid alone. Now that the great benefits of 
cortisone for these patients are well known, it is most 
important that the proper diagnosis should be made. 

The tests for pituitary function, recently reviewed by 
Crooke (1955), are mostly tests for the function of the other 
endocrine glands subject to pituitary trophic influence— 
thyroid, adrenal cortex, and gonads. Many publications 
have appeared dealing with the results of these tests, and a 
number of authors have reached the conclusion that the 
degree of impairment of function is not necessarily related 
to the extent of pituitary damage, and that the secretion of 
the various hormones need not be impaired to the same 
degree. This leads to different clinical pictures in which 
there may be various combinations of hypothyroid, hypo- 
adrenocortical, and hypogonadal manifestations. Even the 
activities of the adrenal cortex could apparently be impaired 
differentially and to different degrees (Paschkis and 
Cantarow, 1951; Oelbaum, 1952). 

In discussing the course of anterior hypopituitarism, 
Hubble (1952) also cited evidence for the differential impair- 
ment of the various functions of the gland. He mentioned 
cases of genetic deficiency of growth and gonadotrophic 
hormones in the absence of any other abnormalities ; and 
of partial pituitary insufficiency due to abnormal psychic 
states and to malnutrition. He concluded that the produc- 
tion of gonadotrophins is one of the most easily affected of 
anterior pituitary functions, and that clinical evidence of 
failure of the thyroid or adrenal cortex may never appear, 
or do so as late as twenty years after the failure of the 
gonads. In four male patients described by Maddock et al. 
(1953) there was evidence of failure of production of 
gonadotrophins and corticotrophin, but  thyrotrophic 
hormone was secreted in normal amounts, again illustrating 
the possibilities of differential pituitary failure. 

The coma of hypopituitarism, which has always been a 
rather puzzling feature of the disease, has been the subject 
of several publications in recent years—for example, Allott 
and Simmons (1951), Caughey er al. (1952), Sheehan and 
Summers (1952), etc. In a discussion at the Royal Society 
of Medicine, Caughey and Garrod (1955) pointed out the 
risk of coma from pituitary surgery in the presence of severe 
endocrine failure, and the value of cortisone in reducing 
that risk. Surgery in the neighbourhood of the pituitary 
gland and haemorrhage into a cystic pituitary adenoma are 
additionally dangerous because of the possibility of 
mechanical effects on the hypothalamus and other vital 
centres. Other precipitating causes of hypopituitary coma 
can also affect consciousness in patients without endocrine 
failure, provided the stimulus be intense enough. The 
difference in severe hypopituitarism is that the threshold of 
consciousness is set at a much lower level than normal, so 
that coma sometimes occurs with very slight provocation. 
The principal factors are hypoglycaemia, infections, water 
intoxication (because of the failure to excrete water at a 
normal rate owing to the secondary adrenal insufficiency), 
sodium depletion (apparently a rare cause), postural 
hypotension, and hypothermia (due apparently mainly to the 
secondary myxoedema). Caughey and Garrod show an 
ingenious diagram correlating, so far as possible, these 
various factors and indicating the appropriate counter- 
measures. 


Some Recent Advances in Problems of Intersexuality 


The recognition and differentiation of various forms of 
human intersexuality has gained a good deal of ground in 
recent years, and considerable impetus has been given to 
the advance of knowledge in this field by the development 
of a new and potent research tool—namely, chromosomal 
sex differentiation. Although it had been known to 
entomologists for some twenty years that morphological 
differences in the nuclei of somatic cells could be detected in 
the males and females of many species of insects, it is only 
since the work of Barr and his colleagues (Barr and Bertram, 
1949 ; Barr et al., 1950 ; Moore and Barr, 1953 ; Moore et al, 
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1953), dating back a mere six years, that similar differences 
have been shown to exist in mammals, including humans. 
These workers have introduced the skin-biopsy technique 
for sex differentiation, and have reposted that the cells in 
buccal scrapings can also be employed for the purpose 
(Moore and Barr, 1955). Davidson and Robertson Smith 
(1954) demonstrated that the nuclei of polymorphonuclear 
leucocytes in blood films may show sexual dimorphism— 
confirmed by Riis (1955), by Romatowski e¢ al. (1955), and 
by Sun and Rakoff (1956)—and it seems probable that use 
of the blood film is in fact the simplest method of all. 

The first accession to knowledge of problems of human 
intersexuality coming through the use of these new 
techniques relates to the question of sex in Turner's syn- 
drome (sometimes called Bonnevie—Ullrich-Turner syn- 
drome). The subject of this disorder usually appears to be 
a somewhat stunted, infantilistic girl, who may show various 
congenital anomalies, of which webbing of the neck and 
cubitus valgus are perhaps the commonest, and who has 
primary amenorrhoea with a high output of urinary 
gonadotrophins (primary hypogonadism). 

The fact that male examples of this syndrome are very 
rare, together. with the further curious fact that, while 
coarctation of the aorta is a common anomaly in girls with 
Turner’s syndrome, it is otherwise decidedly commoner in 
males than in females, led Polani et al. (1954) to suspect 
that some at least of the apparent female cases of Turner's 
syndrome might be completely intersexualized genetic males. 
They therefore determined the chromosomal sex in three 
“female” patients with Turner's syndrome associated with 
coarctation of the aorta, using skin biopsies, and found 
them all to have the male chromosomal pattern. Soon 
afterwards Wilkins ef al. (1954) reported on eight patients, 
all apparent females, with this syndrome, and found six to 
have male and two female epidermal nuclei. Wilkins and 
his colleagues (Grumbach ef al., 1955) have now increased 
the “ score” to 20 out of 22 of these patients showing male 
chromatin. The earlier experimental work of Jost (1947) 
and of Raynaud and Frilley (1947) should be mentioned, 
since it, together with the discoveries described above, helps 
a great deal to explain the situation in Turner’s syndrome 
and in some other related forms of intersexuality. 

The work referred to demonstrated that removal or 
destruction of the gonads of embryos in mice and rabbits 
in the sexually indeterminate stage leads to the develop- 
ment of foetuses, all of which are apparently female, the 
males having undergone intersexualization. It is now 
generally supposed that in Turner's syndrome there is a 
failure of migration from the yolk sac endoderm of the 
primordial germ cells, the sex of which is determined 
genetically at the time of fertilization, or of their penetration 
into the cortex of the primitive ridge; in consequence of 
this, further differentiation of the gonad does not occur, 
leading to the “ gonadal agenesis " which is an essential part 
of the syndrome. The embryo is thereby left in the same 
state as those in the experiments of Jost and of Raynaud 
and Frilley mentioned above, and if genetically male it 
develops into an intersexualized “female.” Evidently the 
normal foetal male gonad secretes a hormone necessary 
for the differentiation of the male genital tract. 

Another’ fascinating form of completely intersexualized 
male is a variety of male pseudohermaphroditism, first 
recognized as such by Goldberg and Maxwell (1948), and 
subsequently receiving attention from several other writers 
(Schneider et al., 1952 ; Williams, 1952; Beatty et al., 1953; 
Armstrong, 1955). This variety is referred to by Williams 
as “intersex males with purely feminine external genitalia 
and body habitus. Such individuals appear as essentially 
normal females, who commonly present on account of the 
primary amenorrhoea. Breast development is normal, 
though the nipples and areolae tend to be small. The 
external genitalia are normal, but the labia are small. There 
is a short vaginal pouch which ends blindly, the cervix 
being absent; and the uterus is absent or rudimentary. 
Axillary hair is absent and pubic hair scanty or absent. The 
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gonad is usually intra-abdominal, most often in the position 
of the ovary, but not infrequently it is in the inguinal canal, 
when it may be associated with a hernia. Histological 
examination of a gonadal biopsy shows it to be a testis. The 
vaginal smear shows a degree of cornification such as would 
not be found in primary amenorrhoea due to hypo- 
ovarianism ; the source of the oestrogens is the testes. The 
paper by Grumbach er al. (1955) is an important contribu- 
tion to the further understanding of the relationship between 
the various types of male pseudohermaphroditism and the 
gonadal dysgenesis syndrome. 

A further, related variety of male pseudohermaphroditism 
was described by me (Swyer, 1955). By means of chromo- 
somal sex determination techniques, I concluded that 
two patients presenting with primary amenorrhoea were 
apparently of male sex. Unfortunately, the opportunity of 
doing gonadal biopsies on these patients has not arisen, but 
it would seem that little doubt of their genetic sex need be 
entertained, since Greenblatt and Carmona (1955) described 
a very similar case of what they called a “ eunuchoid 
female,” whose chromosomal sex was male and on whom 
laparotomy revealed rudimentary gonads, histological 
examination of which showed a cortex composed of stroma 
without follicles and a medulla and hilus containing many 
“ Leydig cells.” These patients differ from the “ classical ” 
type of pseudohermaphrodite described above ; they appear 
as eunuchoidal “ females ” with primary amenorrhoea, hav- 
ing normal pubic and axillary hair, littke or no mammary 
development, and normal external genitalia except for 
marked enlargement of the clitoris in one of my patients 
and in that of Greenblatt and Carmona. The cervix is 
nearly normal, the uterus hypoplastic, the vaginal smear 
hypo-oestrogenic. Strangely enough, the oestrogen levels 
seemed to be definitely higher than those found in other 
cases of primary amenorrhoea. Both my patients responded 
to oestrogen treatment by producing uterine bleedings on 
withdrawal. The possible significance of these findings and 
the differential diagnosis of primary amenorrhoea of 
endocrine origin have already been discussed (Swyer, 1955). 

It is clear that when confronted with a patient complain- 
ing of primary amenorrhoea the possibility of intersexualiza- 
tion must be borne in mind. It goes without saying that if 
such a diagnosis is established neither the patient nor her 
relatives should be given any grounds for suspicion that an 
anomaly of sexual differentiation exists. To explain that 
there is some degree of abnormal development of the 
genital organs which would prevent conception but not 
normal marriage (apart from child-bearing) should be quite 
sufficient. 
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Carotid angiography has become the main auxiliary 
method in the diagnosis of intracranial lesions, and 
systematic accounts of its technique as well as the radio- 
logical appearances have been given by many authors 
(Engeset, 1944; Wickbom, 1948; Bull, 1949; Lima, 
1950; Dowling, 1950; Curtis, 1951). The procedure 
has become so standardized that its performance is not 
beyond the skill and facilities of many x-ray departments 
—dquite apart from specialized neuroradiological depart- 
ments working close to a neurosurgical unit. For this 
reason alone some account of its place in diagnosis is 
desirable. Furthermore, the development and elabora- 
tion of methods of isotope localization (Sweet and 
Brownell, 1955) make it essential that a careful assess- 
ment be made of the value of angiography in a large 
series of cases presenting as neurosurgical problems. 
The investigation has been limited to a consecutive 
four-year series, so that the figures in no way represent 
our total experience in any pathological group. In the 
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Manchester Royal Infirmary, 1,556 carotid angiograms 
were performed on 1,007 patients referred to the neuro- 
surgical department during the period January, 1950, to 
March, 1954. The object of this paper is to review these 
cases, with particular regard to the indications for angio- 
graphy, the accuracy of the information so obtained, and 
the discomforts and complications that were engendered. 


General Considerations 


The practical application of cerebral angiography has 
resulted in considerable changes in the pattern of current 
neurosurgical practice. The frequent need for surgical 
treatment in cases of subarachnoid haemorrhage, and 
the growing recognition of the importance of fully 
investigating suspected cases of brain tumour, have 
increased greatly the pressure on neurosurgical services. 
This has been met partly by the introduction of out- 
patient angiography, many patients thereby being 
adequately examined without admission to hospital. 
Patients referred from hospitals eisewhere are frequently 
seen by appointment, and, after clinical examination, 
pre-arranged angiography is performed when indicated. 
These patients can return the same day to their own 
hospitals unless urgent surgery is required. In this way 
the limited number of neurosurgical beds available is 
used mainly for acute cases and for the operative period 
itself. The accompanying histogram shows the relative 
increase in angiography, and especially out-patient 
angiography, during the period under review. 

1953 


ANGIOGRAMS 
ourranients 


Histogram showing relative increase in angiography. 


General anaesthesia is ideal for both the patient's 
comfort and the radiologist’s ease. Certainly in children 
and in patients restless from fear, or uncooperative 
because of a slightly depressed conscious level, a general 
anaesthetic is employed. In cases of raised intracranial 
pressure a local analgesic is safer (about 90% of our 
examinations are made in this way), and it is also pre- 
ferable for out-patients. The percutaneous technique as 
described by Lindgren (1947) is now used exclusively. 
Age itself is not a limiting factor: with diodone as the 


contrast medium sensitivity tests have not been found 
necessary, as no serious reactions have been encountered. 
For diagnosis satisfactory films in antero-posterior and 
lateral projections are needed, and if both of these are 
not obtained the examination is regarded as a failure ; 
it is repeated at a later date. In this department 3% of 
all angiograms were thus classed as failures during 1953. 
They were successfully repeated at the second attempt. 

Angiographic diagnosis is made on the appearances of 
abnormal vessels, displacements of normal vessels, or a 
combination of both, and as given here is unrevised by 
any subsequent investigation. In assessing the value of 
angiography as a diagnostic procedure, the abnormalities 
are divided into two major groups—vascular disorders 
and space-occupying lesions. 


Vascular Disorders 


The value of angiography in vascular disorders is 
obvious. It has revolutionized the surgical approach to 
intracranial aneurysms and angiomas. In degenerative 
vascular disease it may demonstrate thromboses of 
major vessels, but where the aetiology of the clinical 
picture is in doubt the main value of angiography is in 
the exclusion of tumours. 

In this series 281 patients were shown angiographically 
to have a vascular lesion. A final diagnosis of a vascular 
disorder was made in a further 133 in whom angio- 
graphy was negative or did not reveal the full pathology. 
It should be noted, however, that this apparently large 
number of cases includes 78 cases classified as cerebro- 
vascular disease. Of these, two were diagnosed as cere- 
bral thrombophlebitis. The remaining 76 were thought 
to have arteriosclerosis, because in many the age, clinical 
appearances, and blood pressure suggested that. Both 
pneumoencephalography in the more doubtful cases and 
subsequent observation for periods up to four years have 
supported that diagnosis. The composition of the fore- 
going figures, each under the final diagnosis, is shown in 
Table I. 


Aneurysms : 196 
iograp! y. 
Missed found at it necropsy— see below) 2 


Angiomas : 


Diagnosed angiographically . % 


s (diagnosed angiographically) : 
Other causes 3 


Taste I 


Subaruchnoid haemorrhage with normal or failed 
angiograms : 
Satisfactory films od 45 
Failed angiograms bea Be pa 


Subdural haematomas 
Diagnosed 
(a) Due to trauma 2 
ruptured cerebral aneurysm 
(included above) (2) 
Missed clots found at 
operation) . os 1 


Degenerative vascular disease : 
Cerebral thrombosis seen angiographically 27 
Internal carotid thrombosis seen angiographi- 


Mistaken angiographically for 
groovetumour . 3 
Clinical cerebrovascular disease with — 
(a) Satisfactory angiograms... 73 
281 
Aneurysms 


In most cases where aneurysms exist their situation is 
accurately shown. Either a very small or thrombosed 
aneurysmal sac or an origin from the vertebral system is 
likely to account for most of those that escape detection. 
So far as we know, three aneurysms have been overlooked in 
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this series. (1) A small anterior communicating aneurysm 
which bled again and caused death before angiography had 
been completed. The aneurysm could not be seen on the 
lateral film, which, however, demonstrated severe spasm of 
the anterior cerebral artery. At this stage angiography had 
to be abandoned, so that A.P. films were not obtained and 
the angiograms are classed as failures. (2) A small carotid 
aneurysm (which had not bled) in a patient with severe 
arteriosclerosis who died following the rupture of an anterior 
cerebral aneurysm which was clearly demonstrated in the 
angiograms. (3) A basilar aneurysm which caused death 
by rupture into the third ventricle. Vertebral angiograms 
were not made, as carotid angiograms in the acute stage of 
subarachnoid haemorrhage demonstrated a carotid aneurysm 
which was successfully treated by “ trapping,” and which at 
operation showed clear evidence of recent leakage. 


Angiomas 

The reliability with which these malformations can be pre- 
cisely shown is well recognized. Attention should be drawn, 
however, to difficulties that may arise when they have caused 
a large intracerebral clot. Compression or thrombosis may 
then cause the fistulous vessels to be partly obliterated, so 
that only the closest scrutiny may show their remnants, or 
they may not be visible at all. Thus in this series there 
were two patients in whom the initial angiogram showed 
only the vascular displacement due to a clot. In both the 
clot was evacuated through a burr-hole as an emergency. 
A subsequent injection demonstrated a deep temporal 
angioma in each case. 


Intracerebral Clots 


In 13 instances angiography indicated the site of an intra- 
cerebral clot that was surgically evacuated. Among these 
there were, in addition to the two angiomas just alluded to, 
eight cases due to ruptured aneurysms that were demon- 
strated simultaneously at the first injection. Of the remain- 
ing three, arteriosclerosis with hypertension existed in one, 
while the aetiology remained obscure in the other two. 

Electroencephalography has been an important adjunct 
to clot location. Of the six patients on whom it was per- 
formed precise location by slow delta activity with phase 
reversal was obtained in four. In the other two less accurate 
information was obtained, so that the correct distinction 
between the posterior subfrontal and the anterior temporal 
situations of intracerebral clots was not made. 


Subarachnoid Haemorrhage 


It has been the practice here to perform bilateral carotid 
angiography in all cases at the earliest opportunity, unless 
there were clear contraindications (see below). Although 
a comprehensive examination of the cerebral vessels requires 
vertebral angiography, and to be absolutely certain bilateral 
vertebral as well as bilateral carotid angiography, we have 
not attained the ideal of making vertebral angiograms in 
all cases of subarachnoid haemorrhage. The main reason 
for this failure is that we have not as yet perfected a safe 
and sure method of percutaneous vertebral angiography. It 
is performed when bilateral carotid angiograms are negative 
—(a) in severe or repeated subarachnoid haemorrhage, 
especially in young people, and (+) when there is clinical 
evidence of a lesion in the posterior fossa, particularly when 
an angioma is suspected. It is in these cases of posterior 
fossa angiomas that hypertrophy of the vertebral artery 
makes percutaneous puncture of that vessel almost always 
successful. 

Vertebral angiography has been used chiefly for vascular 
lesions, as we find ethyl iodophenylundecylate (“ myodil ”) 
ventriculography an efficient and safe method for the demon- 
stration of posterior fossa tumours. Of 80 patients sub- 
jected to vertebral angiography in the period under review, 
abnormalities have been demonstrated in eight, and each 
was an angioma presenting with subarachnoid haemorrhage. 
It is of some importance that carotid injections were per- 
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formed in six of those eight and in each case showed the 
angioma—including two that were limited to the posterior 
fossa. 

It should be mentioned here that open vertebral angio- 
graphy is a minor operation, and much safer than repeated 
attempts at percutaneous puncture. We believe that 
aneurysms of the basilar artery and its branches are uncom- 
mon, and when they are present surgery has less to offer ; 
this is especially true in patients over the age of 50. 

The selection of patients and the optimum time for angio- 
graphy are major considerations in the early management 
of subarachnoid haemorrhage. Attention must be drawn to 
the importance of the diagnosis being carefully made by 
lumbar puncture whenever possible. Evidence of xantho- 
chromia at the first lumbar puncture is invaluable, but a 
small subarachnoid haemorrhage or, more especially, an 
intracerebral leakage may not reveal itself by blood in the 
fluid obtained by early lumbar puncture. In this series, 
where many of the cases were investigated under difficulties 
elsewhere in the acute stage, the large number of normal 
angiograms may be partly explained by the initial diagnosis 
of subarachnoid haemorrhage having been mistaken. 

The optimum time for angiography is a difficult problem ; 
some (Bull, 1949) have advocated it at once in all cases, 
others (Petit-Dutaillis et al., 1952) have recommended a 
deliberate delay. It is the ever-present risk of further 
haemorrhage that has led us to advise angiography at the 
earliest moment provided the patient is not in deep coma 
and is, of course, fit to travel if that is necessary. 

The key to this problem may rest in the state of the patient 
rather than in the period of time that has followed sub- 
arachnoid haemorrhage. Our experiences indicate that active 
bleeding with or without focal signs does not contraindicate 
immediate arteriography if the level of consciousness remains 
good; indeed, it is our impression that the intra-arterial 
injection of diodone itself may encourage thrombosis in the 
aneurysmal sac at the site of rupture. There is a strong 
suggestion of clotting in the sudden cessation of pain and 
recession of third-nerve palsy that occasionally follows the 
injection that has revealed a carotid aneurysm. Although 
our observations show that when coma is deepening angio- 
graphy causes a further deterioration, sometimes in such 
cases an intracerebral or even a subdural clot may be demon- 
strated as the critical factor, removal of which aids recovery. 
It may be in the best interests of the patient, however, that 
clots diagnosed by focal signs such as hemiparesis associated 
with drowsiness and located by a focus of delta activity on 
the E.E.G. should be evacuated by means of a burr-hole 
before angiography is undertaken. Even when the bulk of 
the clot has been solid, usually a few millilitres of semi- 
fluid blood can be removed through a large (3-mm.) cannula, 
and the pressure is so reduced that the patient will recover 
sufficiently for angiography and formal surgery. 

It is particularly important in cases of subarachnoid 
haemorrhage, especially with active bleeding, that a clean 
carotid puncture should be made. We believe that vascular 
spasm occurring in the region of ruptured vessels and 
aneurysms with attendant cerebral ischaemia can be seriously 
aggravated by rough injections, perhaps by reason of intra- 
mural haemorrhages in the punctured carotid (Yates, 1954). 
We also find that with slow injections of contrast medium 
better filling of the vessels is obtained. Localized spasm 
may itself indicate that an aneurysm lies in that area and 
may therefore be an important sign. In such a case it is 
wise to repeat the angiogram at a later date, as the 
aneurysm will usually be revealed when the spasm has passed 
off ; furthermore, it will often be necessary to have a clear 
view of the vessel relationships at the aneurysmal origin, 
to facilitate surgical treatment. 


Subdural Haematomas 
Five cases of subdural haematoma are included. Three 
were of the chronic variety, with no emphasis in the history 
on head injury, and presented clinically as vascular or space- 
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occupying lesions. The demonstration of two further sub- 
dural clots was obtained in cases of clinically clear sub- 
arachnoid haemorrhage where the responsible aneurysm was 
also shown. 

The appearances may be dramatic and unexpected. On 
the other hand, small bilateral anterior clots are easily over- 
looked, as occurred in one of our five cases. The lesion is 
most readily diagnosed in antero-posterior projection, but 
good phlebograms are essential. This is even more neces- 
sary when it is realized that there may be no displacement 
of the anterior cerebral artery if a haematoma overlies each 
hemisphere. Accordingly, angiography is not a proper sub- 
stitute for bilateral burr-hole exploration. 
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Degenerative Vascular Disease 


In cases where vascular disease is difficult to distinguish 
from brain tumour, angiography may be extremely helpful. 
On the other hand, cerebral angiography can be hazardous 
in arteriosclerosis and arterial hypertension. This is because 
spasm and thrombosis may be precipitated in diseased 
vessels, and may endanger an already precarious collateral 
circulation. In addition, it is known that diodone, an organic 
iodine compound, produces cerebral oedema of varying 
degree which may endanger relatively ischaemic vital areas 
(Broman and Olsson, 1948). In this latter respect is “ thoro- 
trast,” a suspension of a weakly radioactive thorium salt, 
considered to be a superior contrast medium (see below). 

In 27 patients intracranial cerebral thrombosis was diag- 
nosed angiographically. Obliteration of major branch 
vessels was diagnostic in some, although in that connexion 
it must be remembered that normal variants exist in the 
circle of Willis. For example, both anterior cerebral arteries 
may fill only from one side. That may cause the false 
impression of a thrombosis of the anterior cerebral artery on 
contralateral injection. In a further 73 there was no visible 
thrombosis, but the radiological features of arteriosclerosis 
such as lengthening, tortuosity, and variations in the calibre 
of the vessels were commonly seen. In a further three the 
deformity was of such a degree that it was regarded as a 
vessel actually displaced by tumour. The same mistake 
was made each time with reference to a tumour of the 
anterior fossa. Here the gradual straightening of the curves 
of the carotid siphon due to atheroma was accompanied 
by a deep bend, concave forwards, of the origin of the 
anterior cerebral artery. That misinterpretation led to one 
unnecessary craniotomy, and clearly shows the need for air 
Studies in cases of doubt. 

Internal carotid thrombosis is revealed by filling of the 
external carotid system only. Caution, however, is needed 
in that interpretation. It is well known that spasm can 
simulate this appearance. In addition to this, faulty tech- 
nique can cause a partial intramural injection that may 
temporarily occlude the lumen (Sirois, Lapointe, and Cété, 
1954). Therefore, in all cases of suspected carotid 
thrombosis, films must be taken of the neck after injection 
of the common carotid artery to show the position of the 
needle, the carotid bifurcation, and the stump of the occluded 
vessel. It is of interest, and of great importance in view of 
the possibility of replacenent grafts in selected cases (East- 
cott er al., 1954), that the initial radiological appearances of 
a total block are not necessarily conclusive. Thus repeated 
carotid injections, or injection of the internal carotid vessel 
itself, may indicate that there exists a local narrowing at the 
usual site just beyond the bifurcation which may so reduce 
the flow that injection may easily suggest a total block 
beyond it. In the period under review we have demon- 
strated internal carotid thrombosis in 17 cases. Although 
cerebral vascular disease had been considered, in only two 
had clinical examination strongly suggested the exact diag- 
nosis, and each patient came to angiography as a suspected 
case of brain tumour. 

In the 73 cases without visible thrombosis the final 
clinical assessment has been cerebral arteriosclerosis in 71. 
For convenience we include here the other two, each con- 
sidered to have had cerebral thrombophlebitis. 
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Altogether, therefore, 120 suspected cases of tumour were 
satisfactorily examined by carotid angiography in this group 
considered under degenerative vascular disease. Other 
investigations, which included air studies in many, together 
with observation for periods of up to four years, have not so 
far disclosed a cerebral tumour among this number. 


Space-occupying Lesions 


Angiography is a safe and reliable means of demonstrating 
many brain tumours. In addition to assisting in locating 
the tumour, in many cases it shows vascular patterns within 
the tumour that provide specific evidence of the pathology. 
Thus benign meningiomas on the one hand, and malignant 
glioblastomas on the other, may usually be distinguished. 
When the intracranial tension is high, angiography is a safer 
investigation than encephalography or air ventriculography. 

The results of angiography in the diagnosis of 356 intra- 
cranial space-occupying lesions in this series are shown in 


Table Il. These were all carotid angiograms. The reliability 
Taste Il 
Angiographic evidence of intracranial 
lesions .. 87-9% 
Normal angiograms in extracerebral 
tumours related to the skull base . . 13 
Normal angiograms in intracerebral 
brain tumours due to misinterpre- 5-6% 
tation on ‘ 4 
Normal angiograms in intracerebral 
brain tumours 3 
Failed angiograms (no films or inade- 
quate films) in proved tumour cases 23 65% 


Site alone diagnosed accurately <5 262 74% 
Site and pathology diagnosed accuratel 137 39% 


with which tumours of the brain stem and cerebellum have 
been demonstrated by ethyl iodophenylundecylate ventriculo- 
graphy has led to the choice of vertebral angiography only 
when an angioma has been suspected. 

Ideally the angiographic picture of lesions in this group 
gives details of position, size, shape, and pathology, but 
usually only part of this information is obtained. The value 
of previous plain radiography is shown by the fact that 
almost conclusive information of intracranial tumour patho- 
logy was derived from the plain films in 10 cases in 
which angiography was normal. These, including three 
meningiomas, are indicated later in the consideration of 
normal angiograms in intracranial tumours. In our series 
the group of 355 patients with a space-occupying lesion 
included neoplasms, cysts, abscesses, granulomas, and cere- 
bral oedema from any cause (but not blood clot, which is 
discussed under vascular disorders). Angiographic evidence 
cf a space-occupying lesion was recognized in 313 cases 
(88%). In some of these the information was not precise. 
Thus, the method indicated only which hemisphere was 
involved in 31 patients; usually this was already known, 
but in several cases the contralateral hemisphere was 
suspected on clinical grounds. 


Locating the Lesion 

The review showed that brain tumours were correctly 
located in terms of lobes and depth in 262 cases (74%). The 
characteristics of vessel displacement which help in locating 
and perhaps in giving the size and shape of a tumour, the 
sites in which angiography is most useful, and the compara- 
tive locating value of angiography and ventriculograpliy have 
previously been described (Wickbom, 1948 ; Bull, 1949; 
Torkildsen, 1949; Cairns and Jupe, 1951). 

Difficulty in locating and in estimating the size arose under 
several circumstances. (1) The lesion may be in an angio- 
graphically blind area. (2) Destructive and infiltrating 
tumours which replace brain tissue may produce surprisingly 
little or even no alteration of vessel position. (3) Oedema 
may be the only factor producing vascular displacement. 
It may be secondary to thrombophlebitis or cerebral throm- 
bosis, and such appearances can be indistinguishable from 
those of avascular tumours. Associated with tumour or 


4 
a 
ial 
or; 
wor 
ha 


14 Jury 7, 1956 


abscess, oedema may produce an erroneous impression of 


bulk. (4) Avascular areas may be present owing to degenera- 
tive changes in tumours which show pathological vessels 
elsewhere. 

Small degrees of hydrocephalus do not show angiographi- 
cally, but hydrocephalus was recognized in 38 cases of this 
series, In 26 it was the only angiographic evidence of tumour 
(the remaining 12 being due to congenital and degenerative 
causes). Such evidence was often of great value in indicating 
a lesion of the posterior fossa. In these cases with few 
localizing signs angiography is well tolerated even when the 
pressure is high. For more precise localization we then 
proceed to ethyl iodophenylundecylate ventriculography, 
which is much safer than air ventriculography in obstructive 
hydrocephalus. 


Pathology 

The demonstration of tumour vessels may make it possible 
to recognize the type of neoplasm. The tumours that most 
frequently show pathological vessels are glioblastomas, 
meningiomas, and metastases. Wickbom (1953) has stressed 
the importance of establishing whenever possible the rela- 
tionship of a tumour to the brain—that is, whether extra- 
cerebral, intracerebral, or intraventricular. The type of 
tumour filling of these neoplasms may not be characteristic, 
but when taken in conjunction with their situation—for 
example, intracerebral for glioblastoma and metastasis, and 
extracerebral for meningioma—a correct pathological diag- 
nosis may be possible. Where abnormal vascularity due to 
tumour is present, certain criteria are used to assess the local 
angiographic picture. Of special importance is the angio- 
graphic evidence of a high degree of malignancy. Even 
confirmatory biopsy may then be unnecessary, especially if 
the tumour is in an inoperable situation. 

Those features that we have found the most usual may 
be summarized thus: 


1. Metastatic Tumours (32)—-9 diagnosed correctly, 16 
diagnosed only as tumour (no tumour-filling), 3 diagnosed as 
glioblastomas, 3 diagnosed as meningiomas, 1 considered 
normal (see below).—If tumour-filling occurs it is usually 
malignant in type and impossible to distinguish from glio- 
blastoma. Very occasionally a meningioma is suggested. 
Multiple tumours certainly favour the diagnosis of meta- 
stasis, although it has to be remembered that filling may 
occur in separate areas of any one tumour. 


2. Glioblastomas (138)-—-72 diagnosed correctly, 52 diag- 
nosed only as tumour (no tumour-filling), 6 diagnosed as 
astrocytomas, 6 diagnosed as meningiomas, 2 considered 
normal (see below).—Irregular tumour vessels (sinusoids), 
arteriovenous fistulae, and a tendency for the contrast 
material to pass rapidly through the tumour are the chief 
factors. The draining veins may pass from the centre 
of the tumour, Avascular areas associated with these appear- 
ances may imply degenerative or haemorrhagic change: 
vascularity and large size with little displacement of vessels 
suggests a destructive infiltration. Stretched cortical veins 
obstructed by pressure, in the depths of sulci and displaced 
radially from the tumour by oedema giving a “ windswept ” 
appearance, are commonly present in cases of compression 
due to glioblastomas. Twenty-six gliobla.:omas that were 
suspected clinically showed gross typical changes angio- 
graphically, and were accepted as such without operative 
confirmation. In all other cases the diagnosis was proved 
by biopsy. 

3. Astrocytomas (32)—7 diagnosed correctly, 19 diagnosed 
only as tumour (no tumour-filling), 2 diagnosed as glio- 
blastomas, 3 diagnosed as meningiomas, one considered 
normal (sce below).—Astrdcytomas grow more slowly and 
less destructively than the other malignant tumours, so that 
their invasiveness is nearly always accompanied by expansion. 
Consequently the displacement of adjacent brain is usually 
seen angiographically although tumour-filling is often absent. 


4. Meningiomas (68)-—49 diagnosed correctly, 13 diag- 
nosed only as tumour (no tumour-filling), 2 diagnosed as 
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glioma, 4 considered normal (see below).—Regular tumour 
vessels, often in radial distribution, are seen in the arterial 
phase. Central “star figures" due to tumour-filling were 
not common in this series, although they are characteristic 
of meningiomas when they occur. The homogeneous opacity 
of the meningioma “ blush,” caused by the contrast medium 
lingering in the capiilary bed of the tumour, typifies the 
venous phase of the angiogram. In particular, of course, do 
these tumours characteristically displace and stretch adjacent 
vessels over a length of their circumference. Of special 
value in diagnosis when other features were absent was the 
appearance of well-formed surface veins, often in the later 
arterial phase, which make one or two loops curved to the 
surface of the tumour before running to an adjacent sinus. 
The two meningiomas diagnosed radiologically as gliomas 
were both parasagittal. Vascular displacement was slight, 
and, in one of these, only a second angiogram three months 
later showed the deflected pericallosal artery previously 
described as “an anatomical variant” to be associated with 
adjacent faint tumour-filling. In each case the tumour 
circulation was barely shown. Gliomas adherent to the falx 
may of course resemble meningiomas by virtue of their 
site, and it is here that a very careful assessment of the 
type of tumour-filling should be made. 


5. Other Intracranial Space-occupying Lesions.—These are 
usually demonstrated angiographically by vascular displace- 
ment alone, and where the correct pathology was given in 
these cases it was by inference from the clinical features, the 
site, and occasionally from bone changes on the plain films. 
In the 137 cases where the pathological diagnosis was given 
correctly we have included 8 in which one alternative diag- 
nosis was suggested. 


Normal Angiograms in Intracranial Tumours 


Twenty angiograms were considered normal where an 
intracranial tumour existed. Review of the films shows that 
four of that number did in fact have definite angiographic 
evidence of brain tumours. In three a symmetrical hydro- 
cephalus—due to a tumour either at the back of the third 
ventricle or in the posterior fossa—was demonstrated, but 
these were overlooked until air ventriculography had been 
undertaken. The fourth showed some lateral displacement 
due to a diffuse hemispheral malignant growth ; and that also 
required ventriculography before it was recognized. Of the 
16 tumour cases in which no angiographic abnormality was 
detectable, only three tumours were intracerebral. Two 
were rapidly growing malignant lesions, deeply situated, and 
one was a parieto-frontal astrocytoma. Subsequent pneumo- 
encephalography showed them all. The remaining 13 were 
all extracerebral and related to the skull base (see Table ITD. 


Taste Ill 
No. Situation Pathology Plain X-ray Changes 
4 | Cavernous sinus | Carcinoma Present in 3 
1 Sarcoma Absent 
3 | Pituitary Adenoma Enlarged sellae 
1 | Supraseliar Rathke pouch cyst Thinned dorsum sellae 
1 ee Meningioma None 
2 Sphenoidal ridge | Meningioma en plaque | Sclerosis and hyperosto- 
sis in both 
1 Clivus Meningioma Clivus erosion 


Not only is the importance of plain x-ray changes evident 
in these cases, but normal angiographic appearances are also 
valuable, as they indicate little or no intracranial extension 
of growth. The exceptions to that were the suprasellar and 
clivus tumours, verified by either air encephalography or 
surgical exploration. 

To our knowledge no tragedies have followed the mis- 
interpretation of angiograms in the diagnosis of brain 
tumours in this series. In all cases of doubt burr-hole 
biopsies, aided considerably in many cases by location by 
isotope, using **P (Morley and Jefferson, 1952), or actual 
craniotomies have been done to verify the diagnosis. 
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Technique in Tumour Cases 


High-quality films in several phases of vascular filling 
are of the utmost importance. This is especially so in sus- 
pected tumour cases if small pathological vessels are to be 
demonstrated and where the abnormal features may be 
transitory. Good vascular filling may be difficult to obtain 
where raised intracranial pressure slows the cerebral circula- 
tion. It is here that a slower injection of a larger volume 
of contrast medium often succeeds. The danger, however, 
of producing cerebral oedema in such cases is real (Broman 
and Olsson, 1948), so that the larger injections should be 
withheld from those patients already severely compressed. 
Sometimes thorotrast is to be preferred in restless and 
confused patients, because it causes less pain than diodone. 
Owing to the slight risk of malignancy many years later 
(MacMahon er al., 1947) thorotrast is better avoided, espe- 
cially in young people. In addition, care is required with the 
injection of that substance, since there is the danger of 
progressive fibrosis should an accidental! perivascular injec- 
tion occur (Amory and Bunch, 1948). 


Cerebral Atrophy 


In using the term “ atrophy ” we include here disease that, 
by degeneration, chronic inflammation, or incomplete devel- 
opment, results in diminished volume of brain substance. 
Compared with pneumoencephalography, angiography is an 
unreliable method for its demonstration. Without air studies, 
minor degrees of atrophy affecting the convexities of the 
hemisphere and localized ventricular dilatations often do not 
show at all. When atrophy causes angiographic changes 
those appearances may be misleading unless all the clinical 
data are known. Thus the isolated finding of vascular dis- 
placements from side to side can obviously be due either to 
pressure from an expanding lesion on the larger side or to 
traction from atrophy and gliosis on the smaller side. 

Out of six cases mistakes were made by misinterpretation 
of the angiograms in two. In the first a porencephalic cyst 
communicating with the lateral ventricle could not be seen 
without air encephalography. In the second, syphilitic 
atrophy predominating in one hemisphere was mistaken for 
a space-occupying lesion in the other. 


Progress Angiograms 

The chief value of angiography after operation is in the 
out-patient follow-up clinic. The reduction in size or the 
obliteration of aneurysms after treatment can be seen. The 
fate of arteriovenous fistulae can be followed. The extent 
of tumour removal, and particularly tumour recurrence, are 
also questions that angiography can often answer when 
clinical doubt exists. Care must be taken, of course, to 
distinguish distortions caused by the operation from those 
due to the initial disease. Oedema or scarring may in 
that way give an impression of tumour displacement. The 
most deceptive appearances can be produced by the effect 
of decompressive craniotomies on the angiographic picture. 
Thus the further growth of a tumour can be accommodated 
by the decompression and consequently cause no displace- 
ment of the anterior cerebral arteries in the antero-posterior 
projections. Particularly as a result of this, we overlooked, 
amongst 29 post-operative studies, one large recurrent 
meningioma that was obvious clinically. 

Progress angiography is also of value in the continued 
observation of suspected cases of brain tumour. Reference 
has already been made to a parasagittal meningioma diag- 
nosed by angiography repeated after three months. Another 
tumour, a frontoparietal astrocytoma, was brought to light 
by a second angiogram performed two years after the initial 
films, though of poor quality, had been considered normal. 

In addition to all the cases enumerated above, 178 patients 
had negative angiograms. Some of these remain tumour 
suspects and are being followed up. In others the final 
diagnosis included a variety of conditions such as “ idio- 
pathic” epilepsy, migraine, and encephalitis. This group 
includes three failures. 


Complications 

The amount of discomfort arising from percutaneous 
angiography with a local analgesic varies a great deal, while 
it is much reduced if adequate premedication is permissible. 
Many patients are relatively unaffected and are ready to 
leave the department within an hour of completing the pro- 
cedure. Others suffer pain and anxiety that may leave them 
exhausted for some hours afterwards. The hot flush that 
follows the diodone injection and the final pressure that is 
necessarily applied to the neck to stop bleeding are the 
common causes of immediate discomfort. For some time 
after angiography the majority feel unwell, owing partly to 
the effects of blood absorbed from the bruised neck. 

The occurrence of haematomas bears some relationship to 
the experience of the operator. Although a small extravasa- 
tion of blood follows percutaneous carotid angiography, it 
is seldom serious owing to its quick dispersal down the 
mediastinum. Commencing swelling in the neck is usually 
controlled quite simply by digital pressure at the injection 
site and sitting the patient up. When the side of the neck 
becomes distended by haematoma continued vigilance is 
necessary, and that was the chief cause of overnight admis- 
sion in some 5% of our out-patients. 

Large haematomas causing dyspnoea are rare. Increasing 
distension will cause respiratory obstruction by displacement 
of the larynx and trachea. Laryngeal intubation is then 
urgently called for. In conscious patients we use a throat 
spray of lignocaine hydrochloride, a Mackintosh laryngo- 
scope, and a “ portex” tube. We advocate this early rather 
than late, and find the tube well tolerated by conscious 
patients for the three to four hours necessary while the 
haematoma disperses. Although in this series three such 
cases required admission for more than one night, we have 
not regarded clot evacuation as necessary in any. Ina 
further two superficial infection of the neck required treat- 
ment with antibiotics. 

Two patients died following angiography. One, in whom 
cardiovascular disease was not suspected, suffered severe 
anginal pain a few mmutes after the angiogram and then 
collapsed and died. Necropsy revealed a haemorrhagic 
infarction of the cardiac septum : Petit-Dutaillis et al. (1952) 
have drawn attention to the danger of angiography in heart 
disease. The other patient was a known hypertensive in 
whom carotid spasm from a diodone injection was shown at 
necropsy to have added a fatal infarction to an already 
degenerated cerebral hemisphere. The carotid arteries were 
patent (Yates, 1954). 

There were 16 other cases in which complications occurred 
with carotid angiography. Six of these were varying degrees 
of hemiparesis that took place when cerebral aneurysms or 
arteriovenous fistulae were under investigation. Three cleared 
up in a few hours. Of the three that were left with some 
permanent hemiparesis active subarachnoid bleeding was in 
progress at the time angiography was considered necessary. 
It may also be significant that in two of them compression of 
the opposite carotid during injection was employed to demon- 
strate collateral circulation. Four tumour cases with raised 
intracranial pressure suffered a temporary increase in pre- 
existing focal signs. In another two patients, in whom 
malignant gliomas involved the basal ganglia and mid-brain, 
a further fall in consciousness followed angiography, and 
that deterioration persisted. The remaining four were 
cerebral arteriosclerotics who developed hemipareses. In 
two of these recovery was incomplete. 

The complications of vertebral angiography comprise two 
cases of brachial neuritis. Technical difficulty was experi- 
enced in each, and the symptoms, which took some months 
to resolve, were attributed to trauma of the brachial plexus 


roots. 
Conclusions 
The part played by angiography in the neurosurgical 
diagnosis of 1,007 patients has been reviewed. By 
increasing the number of out-patient investigations by 
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angiography many admissions to a neurosurgical depart- 
ment for purely diagnostic measures are avoided. With 
over half our angiograms performed as an out-patient 
procedure the occupancy of beds by patients not requir- 
ing operation is reduced and the volume of operative 
surgical work increased. Both air encephalography and 
ventriculography necessitate admission to hospital. 

Angiography can provide the early, accurate, and safe 
diagnosis of emergencies, and that applies particularly 
to subarachnoid haemorrhage. It is a relatively safe 
procedure in brain tumours with high intracranial pres- 
sure. The benign may be distinguished from the malig- 
nant, and in the above series the pathological type of 
tumour was correctly diagnosed in 39%. Angiography 
has given us the accurate situation in 74% of brain 
tumours and in a further 14% has indicated their 
presence. That compares well with pneumoencephalo- 
graphy. In the remainder the use of ethyl iodophenyl- 
undecylate and air as contrast media was necessary. 

The mortality of 0.2% has not involved any case of 
raised intracranial pressure. These cases where the intra- 
cranial pressure is extremely high as a result of obstruc- 
tive hydrocephalus, and mistakenly investigated at first 
by angiography, are in our experience less disturbed_ by 
that and the ethyl iodophenylundecylate ventriculogram 
that follows than by air ventriculography in the first 
instance alone. 


We-wish to thank pariicularly Mr. R. T. Johnson for his advice 
and encouragement in the preparation of this paper, and with 
him Dr. R. G. Reid for making the material available. We are 
grateful to Sir Geoffrey Jefferson and Dr. E. Duff Gray for their 
helpful criticisms. To the Department of Medical Illustration 
under Dr. R. G. W. Ollerenshaw, and to both Mrs. V. Crowley 
and Mr. E. G. Mercer, we also express our thanks. 
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The National Society of Children’s Nurseries celebrated 
its fiftieth anniversary by holding a jubilee conference at 
County Hall, London, from May 30 to June 1, at which were 
discussed problems concerning the care, welfare, health, and 
social problems of children under 5, and the part the nursery 
can play in giving guidance to parents. There was also a 
reception at the Mansion House. The conference chairmen 
included Professor A. A. Moncrieff and Professor R. M. 
Titmuss, and papers were read by Professor Fraser 
Brockington (“ The Social Background to Child Health in 
the Mid-twentieth Century"), Professor W. S. Craig (“ The 
Contribution of Nurseries to Child Health in the Home 
under Conditions of Modern Society”), and Dr. Kenneth 
Soddy (“ The Nursery and the Psychological Needs of the 
Child”). An important aspect of the society's work has 


been the training of a large number of young girls so that 
when they marry they shall be better able to care for their 
own children. 


MATERNAL DEATH FROM 
ASPIRATION ASPHYXIA 


BY 
R. B. PARKER, M.B., M.R.C.O.G. 


Lecturer to the Department of Obstetrics and 
Gynaecology, University of Birmingham 


Recent reports have shown that aspiration of stomach 
contents during anaesthesia is responsible for a number 
of maternal deaths in Great Britain (Gilliatt, 1949 ; 
Jeffcoate, 1953; Parker, 1954) as well as for a number 
of near fatalities (Hausmann and Lunt, 1955), Although 
the incidence of mortality from this cause has been 
recorded from many centres in the United States of 
America, there has been no assay of the frequency of 
the condition in this country, and this report represents 
an attempt to make good the deficiency. 


Birmingham Figures 
The figures in Table I refer to women resident in the 
City of Birmingham, which in the years under review 
had an average population of approximately 1 million. 
Taste I.—City of Birmingham 


} | 


Deaths, | 


| | Anaes- 
Confinements,| Domiciliary | Institutional | Including thetic 
| Abortion | Deaths 
1943 20,829 11,214 | 9,615 35 1 
1944 23,318 12,196 | 11,122 31 1 
1945 20,685 | 9.890 10,795 29 
1946 | 23,980 | 11,472 | 12,508 
1947 | 25,840 | 12,225 | 13,315 2 1 
1948 | 23,067 | 10,005 13,062 | 11 1 
1949 21.463 | 9.274 | | — 
1950 | 19,555 | 8.492 11,063 16 
1951 18,850 7,871 10,979 4 | 2 
| 17831 | 7018 | 10813 | 18 | — 
Total 215,118 | 99,657 | 115,461 | 839%) 
From 1943 to 1952, inclusive, there were approxi- 


mately 215,000 confinements and 205 maternal deaths 
(mortality 0.9 per 1,000 confinements). Included in the 
205 deaths are 41 deaths from abortion and 6 due to 
ectopic gestation; deaths from associated causes are 
excluded (as with the national figures for England and 
Wales). 

In 8 of the 205 cases (3.9%) I believe death was due, 
largely or entirely, to aspiration asphyxia, and in two 
other cases it seems more than possible that aspiration 
played a major part in the fatal outcome. This repre- 
sents 1 death for every 27,000 births approximately. 
The eight deaths occurred in four different hospitals in 
the city, and summaries of their case histories are 
presented. 

In Cases, 1, 2, 6, 7, and 8 there can be no doubt about 
the cause of death. In Cases 3, 4, and 5 the reference 
to anaesthetic difficulty in the records is brief, but, as 
emphasized before (Parker, 1954), regurgitation may not 
easily be recognized. Some trouble was exrerienced in 
the three cases ; and in all of them, short. © fter con- 
clusion of the anaesthesia, the classical s.quence of 
cyanosis and dyspnoea leading to acute pulmonary 
oedema was observed. In a previously fit woman with 
this history there is no alternative diagnosis. 


Summary of Case Histories 
Case 1.—A primigravida aged 38, in whom it was thought 
necessary to undertake craniotomy and delivery because of 
the risk of uterine rupture in an obstructed labour. At 
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the induction of general anaesthesia she vomited copiously, 
inhaled vomit, and became deeply cyanosed. The anaesthetic 
was continued after mopping out the mouth, her condition 
improved, and the operation was completed one hour after 
the beginning of anaesthesia. One and a half hours later 
she again became cyanosed. Despite treatment with intra- 
venous nikethamide her condition deteriorated, and she died 
four hours after the end of the operation. At necropsy both 
pleural cavities contained serous fluid, the air passage 
contained a frothy fluid, and the lungs showed marked 
oedema and congestion. 

Case 2.—A primigravida aged 25. After an inert first 
Stage, forceps delivery was undertaken because of delay in 
the second stage of labour. She was noted “to take the 
anaesthetic badly,” having a laryngeal spasm, and she 
vomited, causing a temporary cyanosis. Her general con- 
dition at the completion of the third stage was good, but 
two hours later she suddenly became distressed, cyanosed, 
and dyspnoeic. The appearances were described as those of 
“severe circulatory failure” and she died two hours later. 
At necropsy the trachea and main bronchi contained a large 
amount of thin greenish exudate. The lungs showed the 
same material in the bronchi and fairly extensive “ areas of 
collapse.” 

Case 3.—This patient was admitted as an emergency 
because of “obstructed labour.” She was in her second 
pregnancy. Under general anaesthesia manual rotation and 
forceps delivery were successfully completed. She was 
noted to be cyanosed whilst under the anaesthetic, but her 
colour improved during the later stages. One hour after 
ceasing the anaesthetic, cyanosis recurred and frothy sputum 
was expectorated. Despite treatment with oxygen and 
digoxin her condition deteriorated rapidly and she died two 
hours later. No post-mortem examination was made, but 
the cause of death was stated to be acute pulmonary 
oedema. 

Case 4.—A woman aged 26, in whom, after a prolonged 
labour, manual rotation and forceps delivery were done under 
general anaesthesia. She was noted to vomit 1 oz. (28 ml.) 
during the course of the anaesthesia, but her condition and 
colour were satisfactory after completion of the third stage. 
One hour later, having recovered consciousness, she became 
blue and dyspnoeic. Acute pulmonary oedema was 
diagnosed and she died six hours later. At necropsy the 
pleural cavities contained straw-coloured fluid; both lungs 
showed a considerab'e amount of frothy fluid on the cut 
surfaces. No endocardial lesion was found. 

Case 5.—A_ primigravida aged 24, in whom forceps 
delivery was undertaken after a long incoordinate labour. 
Ether was “not well tolerated” and she developed a spas- 
modic cough after return to consciousness. One hour after 
comp'etion of the operation the obstetrician was summoned 
to the theatre because of the sudden onset of cyanosis with 
a rising pulse rate. Pulmonary oedema was diagnosed 
and death occurred shortly afterwards. Necropsy showed 
the main bronchi to be completely obstructed by much blood- 
stained frothy fluid, and the cut surfaces of both lungs also 
showed the same frothy fluid. The heart was considered to 
show chronic endocarditis of the mitral valve, though this 
had not been clinically suspected. Comment: It seems 
probable that aspiration was a major factor in this patient's 
death, although cardiac disease was present. 

Case 6.—A primigravida aged 24, who had a forceps 
delivery because of delay in the second stage of labour. 
Vomiting occurred during the early part of the anaesthesia 
and she was temporarily cyanosed. Her condition was de- 
scribed as satisfactory at the time of delivery, but 15 minutes 
afterwards she became shocked. The third stage had not 
then been completed. Blood transfusion and manual removal 
of the placenta were begun, but though there had been no 
significant third-stage loss before the placenta was removed 
the patient died. Necropsy showed the lungs to be moist 
on the cut surfaces with a considerable amount of frothy 
fluid. Death was attributed to toxaemia, post-haemorrhagic 
anaemia, and healed endocarditis. Comment: As in Case 5, 
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it is probable that aspiration played a part in this death, 
though cardiac disease may have hastened the fatal outcome. 

Cases 7 and 8 were included as Cases 2 and 5 in a previous 
series* (Parker, 1954). 

Recent Figures 

From 1953 to 1955, inclusive, there have been 32 maternal 
deaths, 2 of which were due to aspiration of vomit. In one 
case the death was attributed, after necropsy, to this cause. 
This is the first case in this city in which the anaesthetic 
has been officially rated as a factor in the cause of death. 


National Figures (England and Wales) 

Since 1952, all maternal deaths in England and Wales have 
been subject to investigation by regional assessors, and their 
findings have been given to the Chief Medical Officer of the 
Ministry of Health. The latest figures published in his 
annual report are shown in Table Il. From this it can be 


Taste I.—Ministry of Health Report, 1953 (England and Wales) 


| Maternal Deaths, No. of Deaths 
including Abortion Deaths Due to 
(Registrar-General) Assessed Anaesthesia 
1952 | 498 371 (74%) 16 (4.3%) 
1953 | $27 341 (65%) 130-8%) 
Total | 1,025 712 (69-5%) 29 (41%) 


seen that only 70% of the maternal deaths have been thus 
assessed. No further information is obtainable, since the 
reports are confidential, but if it can be taken that there is 
no selection in the cases reported, it appears that approxi- 
mately 20 deaths annually (about 4% of maternal deaths) 
are due to anaesthesia. This would represent 1 death in 
every 34,000 births approximately. Though it may be 
guessed that the majority of such cases in this country are 
associated with general anaesthesia, more exact information 
on this point is required. 


American Figures 

In different centres in the United States maternal mortality 
from anaesthesia has been related to the total maternal 
mortality, to the number of anaesthetics administered, and 
to the number of deliveries in the institutions concerned. 
(There are, however, as yet no Statistics relating to whole 
communities in the United States: J. P. Greenhill, personal 
communication.) Conditions differ in various hospitals, there 
as here, and their results can only be applied warily to this 
country. In interpreting their figures the following points 
must be borne in mind. Over four million births occur 
annually in the United States, of which more than 90% 
take place in hospital. Hingson and Hellman (1951) state 
that over three million obstetric cases receive some form 
of anaesthesia annually. This estimate may seem high, but 
there are many institutions, such as the Chicago Lying-In 
(Greenhill), where almost 100% of the patients receive an 
anaesthetic, inhalational or topical, for delivery. It is 
unfortunately impossible to ascertain, from any report, the 
incidence of the administration of different types of anaes- 
thesia, and without this vital information the bare record 
of the number of deaths attributed to each method is of 
limited value. Bearing this in mind, I have extracted the 
following data. 

Dieckmann (1945) noted that among 46,000 obstetric 
patients given inhalational anaesthesia in the Chicago Lying- 
In Hospital aspiration of vomit occurred 45 times (1 in 
1,000) and there were two deaths (1 in 23,000 anaesthetics). 
Gordon (1947), reporting on 958 maternal deaths, found that 
43 (4.5%) were due to anaesthesia (all forms), 14 of them 
(1.5%) to aspiration of vomit. Merrill and Hingson (1951), 
in a report covering the five-year period 1945-9 at 183 
different hospitals, found that there were 59 deaths due to 
inhalation of vomit in approximately 24 million births 

*The other three fatal cases described in that series were 
women not resident in the city, anc were therefore excluded from 
the present study. 
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(i in 42,000 births). They therefore estimated that there 
might be up to 100 deaths annually in the U.S.A. from this 
cause, In this last series, deaths from aspiration accounted 
for 1.5% of the maternal mortality. Klein et al. (1953) found 
that 22 (5.3%) of 413 maternal deaths were due to anaes- 
thesia, and of this number 7 (1.7%) were due to aspiration 
asphyxia. Further, they noted that as other causes of death 
became rarer with the passage of time the incidence of 
anaesthetic deaths was mounting. 

An occasional report gives more alarming figures. 
Hartnett (1953) states that anaesthesia was responsible for 
11 out of a total of 25 maternal deaths in four St. Louis 
hospitals over a five-year period. Moreover, he points out 
that in only 3 of the 11 was the anaesthetic specifically 
mentioned in the records as a factor in the cause of death. 
He therefore suggests that official records may be mis- 
leading by underestimating the size of the problem. This 
same point has repeatedly been made by Gordon ef al. 
(1955), who believe that death due to anaesthesia is 
much commoner than most official figures would suggest. 
Ott and Byrd (1955) state that they believe that 10% of 
all the maternal deaths in the State of Michigan are now 
due to anaesthesia. 

From this wealth of American data the main facts to note 
are that fatalities occur with spinal, intravenous, and inhala- 
tional anaesthetics, accounting for from 2 to 10% of all 
maternal deaths ; aspiration of vomit is responsib!e for one- 
third to one-half of the anaesthetic deaths in the United 
States; and as other causes of mortality diminish in fre- 
quency deaths from anaesthesia show no such trend. 


Domiciliary Midwifery in Birmingham 

Table I shows that almost 100,000 confinements took place 
between 1943 and 1952 in the patients’ homes. During that 
time 3,048 forceps deliveries were performed without a 
death from aspiration of vomit. It can safely be stated 
that most if not all of these operations were performed 
under general anaesthesia, usually chloroform and ether on 
open mask, From questioning practitioners in the city, it is 
known that both the dorsal and the lateral position were 
used for delivery, though in what exact proportions is not 
known. In most if not all cases no stomach tube was passed 
and there was no sucker available. Yet during the time 
that those 3,048 forceps deliveries were performed safely 
in the home, 2,200 deliveries were done in the Birmingham 
Maternity Hospital with four deaths due to aspiration. It 
was the apparent discrepancy in these figures which prompted 
the present report. In defence of the hospitals, it might be 
said that their cases include the greater risks, thereby 
accounting for the difference. But it is well recognized that 
aspiration asphyxia can and does attack the healthy woman 
as well as the unfit. The latter group, of course, will include 
more fatalities, since their powers of recovery are limited, 
but most series of cases include perfectly fit women. 

It should be noted, incidentally, that the number of for- 
ceps deliveries carried out at home in this city has shown a 
progressive yearly decline from 572 in 1943 to 50 in 1954. 


Prevention of Disaster 


Much has been written concerning the prevention of 
aspiration in obstetric cases, and much interest has been 
roused by Morley’s (1955) forthright criticisms of the 
lithotomy position for delivery. It is felt that the following 
points are worthy of particular emphasis. 

Local Analgesia—Extension of the use of local infiltra- 
tion analgesia can greatly reduce the call for emergency 
inhalational anaesthetics. At the Birmingham Maternity 
Hospital from July, 1954, to June, 1955, inclusive. 140 out 
of a total of 233 forceps deliveries (60%) were performed 
under local analgesia without mortality. (A few years 
previously local analgesia accounted for less than 10%.) 
The same percentage is reported by Gate and Dutton (1955). 
The risks due to this procedure are two. Firstly, several 
cases of overdosage have now been reported, though no 


fatality has occurred in Britain, and the limits suggested by 
Rollason (1955) should be observed. The second hazard 
is the formation of a vulval haematoma from needle 
laceration of a deep vein. Two such haematomas occurred 
in the Birmingham series. But the incidence of trouble is 
so small that pudendal block analgesia appears to be much 
safer than any other method available for forceps delivery. 

Delivery Table-—When general anaesthesia is required it 
is desirable that the anaesthetist should be allowed to work 
in conditions which he regards as safe. No obstetric 
delivery bed of which I am aware gives conditions equal 
to an operating-table in respect of easy rapid tilting in both 
directions. For emergency operations the technique advised 
(for the expert) by Morton and Wylie (1951) involves a 
foot-down tilt for induction and the passage of a cuffed 
endotracheal tube. These conditions should be available 
for general anaesthesia for forceps delivery, and only the 
tradition that such deliveries should be undertaken in a bed 
(rather than in comfort on an operating-table) appears to 
prevent it. When local analgesia is used the delivery can 
of course be performed safely on any bed. 

Lateral Position—Most obstetricians prefer to perform 
operative vaginal deliveries in the lithotomy position. But 
O’Mullane (1954) has shown that a considerable increase 
in intragastric pressure occurs on assuming that position. He 
has further demonstrated that regurgitation readily occurs 
if the airway is obstructed during inspiration. There is no 
doubt, therefore, that Morley’s (1955) criticisms of the litho- 
tomy position are well founded, except where adequate pre- 
cautions are taken to prevent aspiration. A suspicion 
remains, however, that the assumption of the lithotomy 
position is not in itself so dangerous a step as hospital 
figures would lead us to believe. A common practice in 
using forceps in the home is to harness the patient in the 
lithotomy position and to give open-mask anaesthesia. From 
this seemingly “ dangerous ” practice no fatality has occurred 
in recent years in Birmingham (or in two other large cities, 
the records of which I have examined). Williams (1956) 
has come to the conclusion that the lithotomy position, 
per se, is not the factor responsible for death from aspira- 
tion. Wylie (1955) mentions the occurrence of deaths in 
the home but does not state whether “ open ” anaesthesia is 
responsible. National figures if and when available will 
perhaps be of help in resolving this important question. 

Anaesthetic Machine.—If it is true that the hazard of 
aspiration is greater in hospital than in the home, then suspi- 
cion must rest upon hospital methods. Most recorded cases 
in Birmingham have received nitrous oxide, oxygen, and 
ether, and the responsible agent might therefore be the anaes- 
thetic machine. A non-transparent face-piece will un- 
doubtedly hinder the early recognition of silent regurgita- 
tion ; but, in addition, could not the pressure of gas which 
can be built up against the closed glottis in a semi-closed 
circuit be of importance in the subsequent aspiration of 
relatively large volumes of fluid stomach contents from 
the pharynx ? Certainly quite high pressure can be built 
up if the expiratory valve is inadvertently kept closed. It 
is noteworthy that Lock and Greiss (1955) in their recom- 
mendations again underline the importance of not “ forcing ” 
the anaesthetic when retching occurs. Whatever the mechan- 
ism of major aspiration, there is now some reason to think 
that the unskilled occasional anaesthetist might be wise to 
choose the open mask in preference to the Boyle machine 
for anaesthetizing women in labour. This does not, of 
course, absolve him from taking every additional precaution 


to avoid aspiration. 
Comment 


Anaesthesia is at present low in the list of causes of 
maternal death in Britain. But because such deaths are 
entirely preventable, and because the victim is often a per- 
fectly fit woman, it has an importance greater than its lowly 
place might suggest. 

It is probable that the skilied anaesthetist can invariably 
avoid disaster, as is shown by the recent series of 18,648 
obstetric anaesthesias without a death by Lock and Greiss 
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(1955). But by the very nature of obstetric work it is Progress with the use of local analgesia for forceps 


unlikely that the services of a skilled anaesthetist can be 
always and everywhere available. In America, Greenhill 
and Gordon have both made repeated outspoken criticisms 
of the anaesthetic service available for obstetric patients. 
Gordon (1952) has said: “I don’t think there are half a 
dozen places in the United States where an obstetrician can 
get, at any time, day or night, the anaesthetic he likes.” 
Recently in Britain, Wrigley (1955) has commented, “ In 
hospital, too often the administration of anaesthetics to 
women in labour is left in the hands of the most junior 
member of the anaesthetic team.” Undoubtedly, the 
anaesthetic service to obstetric units in this country is 
improving rapidly, but for a long time to come it must be 
expected that some obstetric anaesthetics will have to be 
administered by the unsupervised trainee-anaesthetist or a 
fellow obstetric officer or practitioner. Therefore any 
recommendations concerning anaesthesia for forceps delivery 
must take this state of affairs into account. 

Local analgesia is best for simple forceps delivery, chiefly 
because it avoids the greater risks of the other methods, but 
also because it allows the mother to be present at the birth 
of her baby; further, it can have no adverse effects upon 
the baby. But it is unlikely that more than 60% of assisted 
deliveries can be done under local analgesia. 

When generai anaesthesia is to be used it seems likely that 
the expert and the experienced trainee will wish to use an 
endotracheal tube, and it is part of the purpose of writing 
this to plead that anaesthetists be given working conditions 
in the labour theatre equal to those obtaining in a modern 
surgical theatre. In most obstetric units that implies the 
use of a surgical table for delivery, whether it be by forceps 
or caesarean section. 

When a general anaesthetic is to be given by someone 
with no special training, a safe technique is that described 
by Morton and Wylie (1951), using the Boyle machine, which 
involves continuous suction on a wide-bore stomach tube 
throughout the administration. This technique is not 
popular, and if it is not to be used the Birmingham figures 
suggest that it may be as safe to use the open mask. That 
the latter is not entirely safe is apparent from a study of 
the maternal deaths reported by Lock and Greiss (1955), 
several of which were associated with open ether. Yet the 
feeling remains that it would often be safer than the handling 
of a machine by an inexpert practitioner. Under such condi- 
tions there can be little doubt that the lateral position advo- 
cated by Morley (1955) offers an additional factor for anaes- 
thetic safety, though it may on occasion add to the obstetric 
difficulties. Certainly it would be difficult now to defend 
the use of the machine (in the absence of a cuffed endo- 
tracheal tube) for a patient whose stomach was not certainly 
empty and who was to be delivered in the lithotomy position 
in a bed. 

These observations are important in relation to under- 
graduate teaching. The necessity of training every medical 
student to “ anaesthetize competently” for a forceps opera- 
tion or breech delivery has recently been noted (British 
Medical Journal, 1956); but there is still mo unanimous 
opinion on what technique he is to be taught to use. 


Summary 

In the City of Birmingham death from aspiration of 
vomit has accounted for 4% of maternal mortality in 
recent years. 

- National figures appear to confirm this estimate of its 
frequency. 

All Birmingham deaths from aspiration have occurred 
in hospital. 

Over 3,000 forceps deliveries have been performed in 
domiciliary practice in the city without any such mor- 
tality. It is suggested that the anaesthetic machine (in 
other than skilled hands) may be less safe than the open 
mask. 


delivery from one hospital is reported. At present 60% 
of forceps deliveries are done without a general anaes- 
thetic. 


I owe thanks to Dr. Jean M. Mackintosh, Medical Officer of 
Health for Maternity and Child Welfare, for allowing me to 
study her complete records of maternal deaths in the City of 
Birmingham ; I am grateful to Dr. Eileen Ring, of the same de- 
partment, for the help she has given me. My thanks are also 
due to the many practitioners in the city who answered my queries 
and to the hospital consultants who allowed me to publish my 
summaries of their case records and the figures from the Birming- 
ham Maternity Hospital. 


REFERENCES 


British Medical Journal. 1956, 1, 341, 

Dieckmann. W. J. (1945). Amer. J. Obstet. Gynec., 50, 28. 

Gate, J. M., and Dutton, W. A. W. (1955). British Medical Journal, 2, 99. 
Gillian, Sir W. (1949). Trans. 12th Brit. Congr. Obstet. Gynaec., p. 269. 
Gordon, C. A. (1947). J. Mt Sinai Hosp., 14, 352. 

——— (1952). Amer. J. Obstet. Gynec., 63, 284. 

——- and Gordon, R. E, (1955). Ibid., 69, 1203. 


Hartnett, L. J. (1953). Ibid., 65, 536. 

aan, W., and Lunt, R. L. (1955). J. Obstet. Gynaec. Brit. Emp., 62, 

Hingson, R. A., and Heliman, L. M. (1951). Anesthesiology, 12, 745. 
lcoate, T. N. A. (1953). British Medical Journal, 2, 951. 

Klein, M. D., Clahr, J., Tamis, A. B., and Solkow, M. L. (1953). N.Y. 
St. J. Med., 53, 2861. 

Lock, F. R., and Greiss, F. C. (1955). Amer. J. Obstet. Gynec., 70, 861. 


p. 144 

. HB. A. (1955). British Medical Journal, 2, 1351. 

Morton, H. J. V., and Wylie, W. D. (1951). Anaesthesia, 6, 190. 
O’Mullane, E. J. (1954). . 
Ou, H. A., and Byrd, M. L. (1955). J. Mich. med. Soc., $4, 182. 
Parker, R. B. (1954). British Medical Journal, 2, 65. 

Rollason, W. N. (1955). Ibid., 2, 677. 

Williams, B. (1956). Ibid., 1, 112. 

Wrigley, A. J. (1955). Proo. roy. Soc. Med., 48, 1089. 

Wylic, W. D. (1955). Tbid., 48, 1089 


INCIDENCE OF TONSILLECTOMY, 
CIRCUMCISION, AND 
APPENDICECTOMY AMONG R.A.F. 
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Whilst doing my national service in the R.A.F. I decided 
to take the opportunity afforded by the routine examina- 
tion of recruits of analysing the incidence of tonsill- 
ectomy, circumcision, and appendicectomy in Great 
Britain. Though these are probably the most commonly 
performed operations, only in the case of circumcision 
has there previously been a survey of the incidence 
in the whole country. Inspired by Gairdner (1949), 
MacCarthy et al. (1952) analysed the incidence of this 
operation in a national sample of 4-year-olds. 

All tonsillectomies performed under the aegis of the 
local education authorities in England and Wales are 
notified to the Chief Medical Officer of the Ministry of 
Education. In his biennial report to the Minister, the 
Chief Medical Officer records the total number of such 
operations performed each year. These figures apply 
only to children of school age (5 to 14) attending Govern- 
ment-maintained and assisted schools. Glover (1950) has 
analysed these returns and commented on the large 
number of tonsillectomies performed. 

Moloney ef al. (1950) have recorded the number of 
cases of acute appendicitis occurring in the Oxford area 
between 1945 and 1948, and from them estimated the 
number of cases in Great Britain each year. 
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(1 in 42,000 births). They therefore estimated that there 
might be up to 100 deaths annually in the U.S.A. from this 
cause. In this last series, deaths from aspiration accounted 
for 1.5% of the maternal mortality. Klein et al. (1953) found 
that 22 (5.3%) of 413 maternal deaths were due to anaes- 
thesia, and of this number 7 (1.7%) were due to aspiration 
asphyxia. Further, they noted that as other causes of death 
became rarer with the passage of time the incidence of 
anaesthetic deaths was mounting. 

An occasional report gives more alarming figures. 
Hartnett (1953) states that anaesthesia was responsible for 
11 out of a total of 25 maternal deaths in four St. Louis 
hospitals over a five-year period. Moreover, he points out 
that in only 3 of the 11 was the anaesthetic specifically 
mentioned in the records as a factor in the cause of death. 
He therefore suggests that official records may be mis- 
leading by underestimating the size of the problem. This 
same point has repeatedly been made by Gordon ef al. 
(1955), who believe that death due to anaesthesia is 
much commoner than most official figures would suggest. 
Ott and Byrd (1955) state that they believe that 10% of 
all the maternal deaths in the State of Michigan are now 
due to anaesthesia. 

From this wealth of American data the main facts to note 
are that fatalities occur with spinal, intravenous, and inhala- 
tional anaesthetics, accounting for from 2 to 10% of all 
maternal deaths ; aspiration of vomit is responsib!e for one- 
third to one-half of the anaesthetic deaths in the United 
States; and as other causes of mortality diminish in fre- 
quency deaths from anaesthesia show no such trend. 


Domiciliary Midwifery in Birmingham 

Table I shows that almost 100,000 confinements took place 
between 1943 and 1952 in the patients’ homes. During that 
time 3,048 forceps deliveries were performed without a 
death from aspiration of vomit. It can safely be stated 
that most if not all of these operations were performed 
under general anaesthesia, usually chloroform and ether on 
open mask. From questioning practitioners in the city, it is 
known that both the dorsal and the lateral position were 
used for delivery, though in what exact proportions is not 
known. In most if not all cases no stomach tube was passed 
and there was no sucker available. Yet during the time 
that those 3,048 forceps deliveries were performed safely 
in the home, 2,200 deliveries were done in the Birmingham 
Maternity Hospital with four deaths due to aspiration. It 
was the apparent discrepancy in these figures which prompted 
the present report. In defence of the hospitals, it might be 
said that their cases include the greater risks, thereby 
accounting for the difference. But it is well recognized that 
aspiration asphyxia can and does attack the healthy woman 
as well as the unfit. The latter group, of course, will include 
more fatalities, since their powers of recovery are limited, 
but most series of cases include perfectly fit women. 

It should be noted, incidentally, that the number of for- 
ceps deliveries carried out at home in this city has shown a 
progressive yearly decline from 572 in 1943 to 50 in 1954. 


Prevention of Disaster 


Much has been written concerning the prevention of 
aspiration in obstetric cases, and much interest has been 
roused by Morley’s (1955) forthright criticisms of the 
lithotomy position for delivery. It is felt that the following 
points are worthy of particular emphasis. 

Local Analgesia—Extension of the use of local infiltra- 
tion analgesia can greatly reduce the call for emergency 
inhalational anaesthetics. At the Birmingham Maternity 
Hospital from July, 1954, to June, 1955, inclusive, 140 out 
of a total of 233 forceps deliveries (60%) were performed 
under local analgesia without mortality. (A few years 
previously local analgesia accounted for less than 10%.) 
The same percentage is reported by Gate and Dutton (1955). 
The risks due to this procedure are two. Firstly, several 
cases of overdosage have now been reported, though no 


fatality has occurred in Britain, and the limits suggested by 
Rollason (1955) should be observed. The second hazard 
is the formation of a vulval haematoma from needle 
laceration of a deep vein. Two such haematomas occurred 
in the Birmingham series. But the incidence of trouble is 
so small that pudendal block analgesia appears to be much 
safer than any other method available for forceps delivery. 

Delivery Table-—When general anaesthesia is required it 
is desirable that the anaesthetist should be allowed to work 
in conditions which he regards as safe. No obstetric 
delivery bed of which I am aware gives conditions equal 
to an operating-table in respect of easy rapid tilting in both 
directions. For emergency operations the technique advised 
(for the expert) by Morton and Wylie (1951) involves a 
foot-down tilt for induction and the passage of a cuffed 
endotracheal tube. These conditions should be available 
for general anaesthesia for forceps delivery, and only the 
tradition that such deliveries should be undertaken in a bed 
(rather than in comfort on an operating-table) appears to 
prevent it. When local analgesia is used the delivery can 
of course be performed safely on any bed. 

Lateral Position—Most obstetricians prefer to perform 
operative vaginal deliveries in the lithotomy position. But 
O’Mullane (1954) has shown that a considerable increase 
in intragastric pressure occurs on assuming that position. He 
has further demonstrated that regurgitation readily occurs 
if the airway is obstructed during inspiration. There is no 
doubt, therefore, that Morley’s (1955) criticisms of the litho- 
tomy position are well founded, except where adequate pre- 
cautions are taken to prevent aspiration. A suspicion 
remains, however, that the assumption of the lithotomy 
position is not in itself so dangerous a step as hospital 
figures would lead us to believe. A common practice in 
using forceps in the home is to harness the patient in the 
lithotomy position and to give open-mask anaesthesia. From 
this seemingly “ dangerous ” practice no fatality has occurred 
in recent years in Birmingham (or in two other large cities, 
the records of which I have examined). Williams (1956) 
has come to the conclusion that the lithotomy position, 
per se, is not the factor responsible for death from aspira- 
tion. Wylie (1955) mentions the occurrence of deaths in 
the home but does not state whether “ open” anaesthesia is 
responsible. National figures if and when available will 
perhaps be of help in resolving this important question. 

Anaesthetic Machine.—If it is true that the hazard of 
aspiration is greater in hospital than in the home, then suspi- 
cion must rest upon hospital methods. Most recorded cases 
in Birmingham have received nitrous oxide, oxygen, and 
ether, and the responsible agent might therefore be the anaes- 
thetic machine. A non-transparent face-piece will un- 
doubtedly hinder the early recognition of silent regurgita- 
tion ; but, in addition, could not the pressure of gas which 
can be built up against the closed glottis in a semi-closed 
circuit be of importance in the subsequent aspiration of 
relatively large volumes of fluid stomach contents from 
the pharynx ? Certainly quite high pressure can be built 
up if the expiratory valve is inadvertently kept closed. It 
is noteworthy that Lock and Greiss (1955) in their recom- 
mendations again underline the importance of not “ forcing ” 
the anaesthetic when retching occurs. Whatever the mechan- 
ism of major aspiration, there is now some reason to think 
that the unskilled occasional anaesthetist might be wise to 
choose the open mask in preference to the Boyle machine 
for anaesthetizing women in labour. This does not, of 
course, absolve him from taking every additional precaution 
to avoid aspiration. 


Comment 


Anaesthesia is at present low in the list of causes of 
maternal death in Britain. But because such deaths are 
entirely preventable, and because the victim is often a per- 
fectly fit woman, it has an importance greater than its lowly 
place might suggest. 

It is probable that the skilled anaesthetist can invariably 
avoid disaster, as is shown by the recent series of 18.648 
obstetric anaesthesias without a death by Lock and Greiss 
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(1955). But by the very nature of obstetric work it is 
unlikely that the services of a skilled anaesthetist can be 
always and everywhere available. In America, Greenhill 
and Gordon have both made repeated outspoken criticisms 
of the anaesthetic service available for obstetric patients. 
Gordon (1952) has said: “I don’t think there are half a 
dozen places in the United States where an obstetrician can 
get, at any time, day or night, the anaesthetic he likes.” 
Recently in Britain, Wrigley (1955) has commented, “ In 
hospital, too often the administration of anaesthetics to 
women in labour is left in the hands of the most junior 
member of the anaesthetic team.” Undoubtedly, the 
anaesthetic service to obstetric units in this country is 
improving rapidly, but for a long time to come it must be 
expected that some obstetric anaesthetics will have to be 
administered by the unsupervised trainee-anaesthetist or a 
fellow obstetric officer or practitioner. Therefore any 
recommendations concerning anaesthesia for forceps delivery 
must take this state of affairs into account. 

Local analgesia is best for simple forceps delivery, chiefly 
because it avoids the greater risks of the other methods, but 
also because it allows the mother to be present at the birth 
of her baby; further, it can have no adverse effects upon 
the baby. But it is unlikely that more than 60% of assisted 
deliveries can be done under local analgesia. 

When general anaesthesia is to be used it seems likely that 
the expert and the experienced trainee will wish to use an 
endotracheal tube, and it is part of the purpose of writing 
this to plead that anaesthetists be given working conditions 
in the labour theatre equal to those obtaining in a modern 
surgical theatre. In most obstetric units that implies the 
use of a surgical table for delivery, whether it be by forceps 
or caesarean section. 

When a general anaesthetic is to be given by someone 
with no special training, a safe technique is that described 
by Morton and Wylie (1951), using the Boyle machine, which 
involves continuous suction on a wide-bore stomach tube 
throughout the administration. This technique is not 
popular, and if it is not to be used the Birmingham figures 
suggest that it may be as safe to use the open mask. That 
the latter is not entirely safe is apparent from a study of 
the maternal deaths reported by Lock and Greiss (1955), 
several of which were associated with open ether. Yet the 
feeling remains that it would often be safer than the handling 
of a machine by an inexpert practitioner. Under such condi- 
tions there can be little doubt that the lateral position advo- 
cated by Morley (1955) offers an additional factor for anaes- 
thetic safety, though it may on occasion add to the obstetric 
difficulties. Certainly it would be difficult now to defend 
the use of the machine (in the absence of a cuffed endo- 
tracheal tube) for a patient whose stomach was not certainly 
empty and who was to be delivered in the lithotomy position 
in a bed. 

These observations are important in relation to under- 
graduate teaching. The necessity of training every medical 
student to “ anaesthetize competently” for a forceps opera- 
tion or breech delivery has recently been noted (British 
Medical Journal, 1956); but there is still no unanimous 
opinion on what technique he is to be taught to use. 


Summary 

In the City of Birmingham death from aspiration of 
vomit has accounted for 4% of maternal mortality in 
recent years. 

- National figures appear to confirm this estimate of its 
frequency. 

All Birmingham deaths from aspiration have occurred 
in hospital. 

Over 3,000 forceps deliveries have been performed in 
domiciliary practice in the city without any such mor- 
tality. It is suggested that the anaesthetic machine (in 
other than skilled hands) may be less safe than the open 
mask. 


Progress with the use of local analgesia for forceps 
delivery from one hospital is reported. At present 60% 
of forceps deliveries are done without a general anaes- 
thetic. 


I owe thanks to Dr. Jean M. Mackintosh, Medical Officer of 
Health for Maternity and Child Welfare, for allowing me to 
study her complete records of maternal deaths in the City of 
Birmingham ; I am grateful to Dr. Eileen Ring, of the same de- 
partment, for the help she has given me. My thanks are also 
due to the many practitioners in the city who answered my queries 
and to the hospital consultants who allowed me to publish my 
summaries of their case records and the figures from the Birming- 
ham Maternity Hospital. 
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Whilst doing my national service in the R.A.F. I decided 
to take the opportunity afforded by the routine examina- 
tion of recruits of analysing the incidence of tonsill- 
ectomy, circumcision, and appendicectomy in Great 
Britain. Though these are probably the most commonly 
performed operations, only in the case of circumcision 
has there previously been a survey of the incidence 
in the \-hole country. Inspired by Gairdner (1949), 
MacCarthy ef al. (1952) analysed the incidence of this 
operation in a national sample of 4-year-olds. 

All tonsillectomies performed under the aegis of the 
local education authorities in England and Wales are 
notified to the Chief Medical Officer of the Ministry of 
Education. In his biennial report to the Minister, the 
Chief Medical Officer records the total number of such 
operations performed each year. These figures apply 
only to children of school age (5 to 14) attending Govern- 
ment-maintained and assisted schools. Glover (1950) has 
analysed these returns and commented on the large 
number of tonsillectomies performed. 

Moloney er al. (1950) have recorded the number of 
cases of acute appendicitis occurring in the Oxford area 
between 1945 and 1948, and from them estimated the 
number of cases in Great Britain each year. 
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Taste I.—Geographical and Scholastic Background of R.A.F. Recruits ’ 
Type Tyge Percentage of | Percentage of No. | __Pergentage of No. | 
School | District | No | mained Total | No. |" Sootlend | Total | Wales | Total | Total 
Elementary Urban | 626 | io | 139 187 | 130 
= | 
fom | m | os | soa | 8s 621 $9 2 | 2-2 894 62:3 
383 | 68 
Grammar ..| | | | | | me | | Be | | 
Total | 393 32-1 «| 48 350 34 37 $07 26 478 33-4 : 
| Total | 4 29 03 03 62 | 43 
{ 
Urba 984 80-4 68-6 104 73-9 7:3 
All echools | Rural 240 19.6 | 241 23 6 | 206 
Total | 1,224 | 1000 | 137 100-0 96 23 100 0 1,434 100 0 
— 
Taste Il.—Ages at Date of Tonsillectomy. Urban and Rural Districts 
Age Last Birthday at Date of Tonsillectomy one 
District} 9 | 1 | win 
Analysis by Countries 
2 0 | 9 42 48 27 56 28 ei) 2 | 22 1 3 
6 I 14 7 4 2 4 9 62 
Total | - 2 io | | | sé | | | | | 26 12 | 18 | 39 | 389 
| 
} z= 3 i 2 1 3 1 
Rural |— 3 — — | 1 ! 1 7 
Analysis by Schools 
2 3 41 13 10 10 27 «214 
Total , 4°93 3 it = = 14 | 48 | 18 13 | | 6 il 14 36 258 
17 | 2s 4 | 23 17 | 6 147 
Total 8 | 23 30 1s | 2 10 3 9 8 177 
| | 
ic - 3 — 2 1 2 1 1 18 
Total 3 . | 6 2 2 3 1 23 
Total .. Urda 2 10 seis ima | 8 20 19 24 12 18 34 379 
5 9 1 14 2. 5 3 5 79 
Total i 2 10 17 56 65 29 «| «80 41 24 2 =| «29 15 23 45 458 


In addition to determining the actual incidence of the it their career. These, together with those from overseas 
three operations, I investigated the effect of differing (including Northern Ireland, where there is no conscription), 
backgrounds on these incidences, and the age of opera- from the 
tion in the cases of tonsillectomy and appendicectomy. The information was obtained by means of a questionary, 

which only five declined to answer. 

Material There remained 1,434 recruits from England, Scotland, 
and Wales between the ages of 17 and 24 (all of them born 
between 1930 and 1936) for whom the information is com- 
‘ : Ses “plete. They may be regarded as a cross-section of fit men 
I saw them on arrival at the R.A.F. Medical Training Estab of this age group in Great Britain, though how far they 


lishment (M.T.E.). 
ff tat le of h 
Before being posted to the M.T.E. the recruits had under- ee oe eee agg © of all those born between 


gone certain processes of selection, including the rejection 
of all those found unfit for service in the armed Forces. 
These processes of selection prevent my group from ful- 
filling the complete requirements for a random sample. 
However, the number actually opting for training as nursing 


The recruits examined were those reporting, at the end 
of their basic training, for instruction as nursing attendants. 


The recruits were classified into groups from urban and 
rural areas in England, Scotland, and Wales. Accurate 
social classification was not possible. Instead, they were 
grouped according to the type of school they had attended 


attendants constituted less than 30%, the establishment 
being filled from among those found suitable at the recruit 
centre. 

The National Service Acts make every young man in 
England, Scotland, and Wales liable for conscription, 
though the age of call-up varies. All the recruits reporting 
at the M.T.E. during the course of the investigation were 
examined. They included a few men from older age groups 
who had joined the R.A.F. as volunteers, intending to make 


after the age of 13 years—that is, elementary, grammar, 
and public.* 


*Since the 1944 Education Act, elementary schools (for 
children over the age of 11) have been called secondary. “ Ele- 
mentary schools" in this survey include, as well as these, (a) tech- 
nical schools and (5) junior secondary schools in Scotland. 
““Grammar_ schools" include the senior secondary schools in 
Scotland. The term “ public school” is used in this survey in the 
English way—that is, an expensive private school. All such 
schools, whether or not public schools in the strictest sense, were 
included in this group. 
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Of the 1,434 recruits, 1,224 (85.3%) came from England, 
137 (9.6%) from Scotland, and 73 (5.1%) from Wales. 894 
(62.3%) had attended elementary schools, 478 (33.4%) 
grammar schools, and 62 (4.3%) public schools. 1,138 
(79.4%) were from urban areas, and 296 from rural areas 
(defined as having a population of fewer than 4,000). 

The number of recruits, and the percentages, from each 
type of school in each of the areas in all three countries, are 
shown in Table I. The percentages from urban and rural 
areas correspond closely with those given in the Registrar- 
General's annual report. 

It should be noted that the recruits examined were all at 
school at the time of the evacuation of schoolchildren from 
vulnerable areas during the last war. It was found, however, 
that, while movement between England and Wales was not 
uncommon, very little migration took piace either way 
across the Scottish border. Many of the recruits who were 
otherwise from urban areas spent the war years in rural 
districts. For this reason little emphasis has been placed on 
urban-rural differences, and between England and Wales’; 
nor has England been divided into smaller areas. 

Incidence of the Operations.—Table HI shows the inci- 
dence of the three operations in all the various groups. 
Altogether 458 (31.9%) of the recruits had had a tonsill- 
ectomy, 494 (34.4%) a circumcision, and 121 (8.4%) an 
appendicectomy. 

Of these, 161 (11.2%) had had both tonsillectomy and 
circumcision ; 20 (1.4%) both tonsillectomy and appendi- 
cectomy ; and 25 (1.7%) both circumcision and appendi- 
cectomy. A further 25 (1.7%) had had all three operations. 


Circumcision 

34.4% of the recruits were circumcised. Less than 1.5% 
of recruits were Jewish. The number of others who might 
have been circumcised for religious reasons is probably 
infinitesimal. 

In the national sample of 4-year-olds, all born in 1946, 
analysed by MacCarthy et al. (1952), 24% had been circum- 
cised, three-quarters of the operations having been carried 
out in the first six months of life. It is not likely that many 
of the recruits would have been circumcised after the age of 
4 years. Therefore if the incidence of circumcision among 
them is representative of the incidence in the whole country 
for this age group, we may assume that there has been a 
marked decline in the incidence of this operation between 
the early 1930's and the period just after the war. It would 
be interesting to know if this decline has continued. 

There is an increasing frequency in the numbers circum- 
cised as one ascends the scale of schools. This agrees with 
MacCarthy’s findings of a higher incidence as one ascends 
the social groups. 

The most interesting variation in the incidence is the low 
percentage of recruits from Scotland who had been circum- 
cised, and when this is compared with the incidence among 
the English and Welsh the difference is statistically 
significant (x*=4.888, P is between 0.05 and 0.02).* The 
incidence is especially low among the recruits from Scottish 
elementary schools (20%). Of the recruits from grammar 
and public schools—allowing for .the small number of them 
seen in the survey—the incidence of circumcision was not 
appreciably less among the Scots than among the English 
or Welsh. 

In addition to those circumcised, 96 (6.7%) had a foreskin 
which covered half or less of the glans. These were 
probably congenital variations of the normal, though some 
might have been incompletely operated on. None were 
included in the totals of those circumcised. 


Tonsillectomy 
A tonsillectomy had been performed on 31.9% of the 
recruits. Six said they had undergone the operation twice. 
In contrast to circumcision, there was no _ significant 
difference in the incidence in the three countries, though it 
was slightly higher in Scotland (34.3%) than in England 


*Yates’s correction for discontinuity has been applied to this 
and all the other calculations of x’. 
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(31.8%) or Wales (30.1%). The incidence of tonsillectomy 
is, however, significantly lower among boys of elementary 
schools (28.9%) than among those from grammar and 


public schools (together 37.0%) (x*=9.985, P is between 
0.01 and 0.001). On the other hand, none of the spectacular 
differences in the incidence that others have commented 
on (Illingworth, 1950; Bransby, 1952 ; Glover, 1948, 1950) 
were seen in this survey. The percentage of public-school 
boys who had had their tonsils operated on (37.1%) was 
considerably less than that found by the Schools Epidemics 
Committee (1938), who found incidences varying from 
50.4% to 56.5% between 1930 and 1934. This difference 
might be explained, in part, by the fact that the public- 
school boys in my survey were probably not truly represen- 
tative of their class. 

Glover (1948) estimated, from the returns of tonsil opera- 
tions published by the Ministry of Education, that in 
England in 1948, 20% of secondary-school children left 
school tonsillectomized. (As the Ministry have returns only 
for those children of school age—S5S to 14—he made an 
allowance for those operations performed before the age of 
5.) In the present survey the rate among English elementary- 
school boys was 28.7%; for all England it was 31.8%. 
Glover noted that the 1948 tonsillectomy rate was the 
highest it had been since the peak years of 1929 to 1931. 
The recruits in this series were all born too late to have 
been at school during that peak period, and by 1948 those 
still at school were aged 12 years or more, at which time 
the operation is not often performed (see Chart). Further- 
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more, the bulk of tonsillectomies in this survey were car- 
ried out in the war years 1939 to 1945, which were generally 
regarded as an off-season for this operation. It appears that 
the tonsils have been removed from almost 50% more 
English elementary-schoo!l boys than Glover calculated. 
This discrepancy can be accounted for by the fact that 
Glover had cognizance only of those operations actually 
notified to the Ministry of Education. Prior to the 1944 
Education Act, local education authorities were not com- 
pelled to provide for tonsillectomies ; and those that did 
would not include in their returns to the Ministry any 
operations carried out “privately”"—that is, arranged 
directly by the parent, and done at home or at voluntary 
hospitals (Scott, 1955). I think that this anomaly in the 
returns may also account for some of the variations in the 
incidence from town to town that Glover has noted. 


Appendicectomy 
The appendix had been removed from 8.4% of the 
recruits. There were no statistical differences in the 
incidences of this operation among the various groups, nor 
did the variations in the incidence follow any particular 


pattern. Generally speaking, the incidence was highest 
among the recruits from Wales as compared with those 
from the other two countries; among those from public 
schools in comparison with those from elementary and 
grammar schools; and among those from rural areas as 
against those from urban areas. 

It is interesting to note, among the 48 from Scottish 
grammar schools, the complete absence of recruits who had 
had their appendix removed. 


Age at Time of Operation 
Circumcision.—The recruits were not asked to state the 
age at which this operation had been performed. 


Tonsillectomy.—There is a remarkable similarity in the 
age distribution of this operation in all the three 
countries, in both urban and rural areas, and in each of the 
three types of school (Table Il, p. 20). There is a peak 
in the incidence from the age of 4 to the age of 8 years (see 
Chart). Excluding the 45 (9.89%) who could not remember 
the age of their operation, nearly two-thirds of those 
operated on (271 out of 413) had had their tonsils removed 
in this five-year period. The most common age for this 
operation was 7, which is a little later than Rolleston’s 
(1939) finding of the highest incidence at the age of 5. In 
the present survey the age of 5 took second place. In all 
the groups there is a drop in the number of operations per- 
formed at the age of 6, though Glover (1948) thought that 
this was the time when most tonsillectomies were performed. 
There is no obvious reason for this drop. It is reasonable 
to assume that the peak period of operation is associated 
with the physiological hypertrophy of the tonsils that occurs 
from the fourth to the eighth years. 

Appendicectomy.—There are no marked regional or 
social differences in the age distribution of appendicectomies 
(Table IV). More were found in the second decade than 


Taste IV.—Ages at Date of Urban and Rural 


istricts 
Age Last Birthday | 
Type at Date of Appendicectomy } 
trict 5 am n- 
Analysis by Countries 
England Urban | x 26 37 8 80 
Rural jo 1 | 10 x 2 21 
Total tt 45 10 «101 
Scotland. . | Urban — 2 2 3 7 
Rural 1 2 1 | 4 
Total 2 3 5 
Wales Urban 1 2 
Rural 1 — | 2 
Total 1 i 3 3 1 9 
Analysis by Schools 
Elementary | Urban — + 22 8 3 $7 
Rural 1 _— 5 10 2 18 
Total i 4 7 38 5 75 
| Total 2 | 3s 5s | 39 
Public ..| Urban | — 6 
| Total — | 2 3 ree? i 7 
Rural il 3 27 
Total 2 12 42 3 121 


in the first. Ascroft (1954) found that more than 50% of 
the appendicectomies performed in a leading London 
teaching hospital were carried out between the ages of 15 
and 35, and this operation is not uncommonly performed 
during a man’s Service career (British Medical Journal, 
1955). The figures in the present survey are probably lead- 
ing up to the peak of this operation, in contrast to the other 
two operations, which are hazards of a pre-national service 


age group. 
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Discussion 


The most interesting feature of the analysis of the circum- 
cisions was the high percentage (34.4%) found in Great 
Britain as a whole. That more than one boy in three 
born between 1930 and 1936 should have been circumcised 
is ample testimony to the popularity of this operation, 
though evidence has been offered to show that the 
popularity is waning. It may now be generally regarded 
that the indications for circumcision are mainly social 
rather than medical, though I would disagree with Gairdner 
(1949) with regard to the virtues of retaining the foreskin. 
The present survey, however, covers a period when adherent 
prepuces were regarded as the cause of numerous ills, and 
a large number of the operations may have been performed 
on medical advice rather than at the instigation of the 
parents. The low incidence found among the recruits from 
Scottish elementary schools contrasts with the approxi- 
mately similar proportions found in recruits from grammar 
and public schools in all the three countries, and prob- 
ably reflects an absence of the social rather than the medical 
indications. 

The high incidence of tonsillectomy in Great Britain 
has often been commented on, and it is usual to criticize 
the excessive number of tonsillectomies performed. The 
fact that the timing of most of the operations coincides 
with the period of physiological hypertrophy of the tonsils 
supports this view. Chronic upper respiratory infections are 
often considered a sign of poverty, being, it is alleged, due 
to poor diet and housing. Yet the incidence of tonsillectomy 
is significantly lower among those who had attended 
elementary schools, who may be regarded as representative 
of the lower-income groups. 

The incidence, admittedly, is consistently iower among 
those recruits from rural areas (comparing the rural 
recruits with the urban recruits, the difference in incidence 
is statistically significant—y*=4.429, P is between 0.05 and 
0.02). This is no doubt related in part to the relative 
decrease of upper respiratory infections in rural areas, but 
it is probable that differences in the facilities for 
tonsillectomy played a large part in the variations in the 
incidence. 

Of the appendicectomies performed, it was not known 
which appendices were acutely inflamed, which were 
chronically inflamed, which just grumbled, and which were 
removed when, at an operation for a suspected acute 
appendicitis, no cause for the symptoms could be found. 
The lower incidence among English elementary-school boys, 
for example, suggests a more conservative approach rather 
than a variation in the number of acutely inflamed 
appendices. 


Summary 
Of 1,434 R.A.F. recruits (all of them born between 
1930 and 1936) examined, 458 (31.9%) had had a tonsill- 
ectomy, 494 (34.4%) had had a circumcision, and 121 
(8.4%) had had an appendicectomy. 


The ages of operation for both tonsillectomy and ° 


appendicectomy are recorded. 

The incidence of all three operations was found to 
be highest among those from public schools. 

The incidence of circumcision is much lower in Scot- 
land than in the rest of Great Britain, especially among 
those who had attended elementary schools. 

There is a significantly lower incidence of tonsill- 
ectomy among the recruits from elementary schools. 

Nearly two-thirds of the tonsillectomies had been 
performed in the five years between the fourth and ninth 
birthdays. The most popular age for tonsillectomy is 7. 

None of the variations in the incidence of appendic- 
ectomy are significant. 

The causes of some of these differences are discussed. 
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PYREXIA OF UNKNOWN ORIGIN 
STUDY OF A SERIES OF CASES 
BY 


J. V. O. REID, B.M. 
Graduate Assistant in Pathology, University of Oxford 


The pattern of eventual diagnoses in any group of 
patients whose illnesses began with pyrexia of obscure 
origin differs from place to place and from time to time. 
In the United States of America, Hamman and Wain- 
wright (1936) and Keefer (1939) have published studies ; 
and Béttiger (1953) has reviewed a series from Sweden. 

A series of such patients admitted to the Radcliffe 
Infirmary, Oxford, has been studied with two main 
objects: firstly, of discerning the pattern of eventual 
diagnoses particular to this region since the introduction 
of antibiotic therapy ; and, secondly, of discovering the 
relative value of different simple investigations in assess- 
ing the likelihood of the more important diagnoses. 

Previous studies have concentrated largely on patients 
discharged from hospital! still labelled “ pyrexia of un- 
known origin ” and have been follow-up reports of these 
patients. It was considered more helpful, however, to 
study those patients so labelled on admission. In this 
way many short-lived fevers were expected to be in- 
cluded ; but there was the advantage of a larger per- 
centage of confirmed eventual diagnoses. Furthermore, 
the study was thereby concerned with a much more 
pressing and everyday problem. 


Definitions 


The definition of a case of pyrexia of unknown origin 
was taken as a patient of the age of 14 or more who 
presented with fever as the dominant sign, who after the 
initial examination and chest x-ray examination was 
considered by the registrar and house-physician to have 
insufficient localizing symptoms and signs to be diagnosed 
with any confidence, and whom it was proposed to subject 
to the customary initial investigations of such patients— 
urine and blood cultures and examinations, Paul-Bunnell 
test, salmonella and brucella agglutinations. All such cases 
admitted between January 1, 1953, and October 1, 1955, to 
the medical wards of the Radcliffe Infirmary were considered. 
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The definition of pyrexia was taken as a temperature of 
over 100.4° F, (38° C.) on one occasion, or 99.4 F. 
(37.4" C.) on three occasions, soon after admission. In 
practice all these patients had greater fever than this. 


Results 


The total number of patients was 113, of whom 6 were 
admitted twice. The eventual diagnoses are given in Table 
I. Of the 41 patients listed as still having pyrexia of 
unknown origin, 39 became afebrile and well before the end 


Taste I.—Eventual Diagnosis of 113 Patients 


Remained pyrexia of unknown origin 
Pneumonia 

Tuberculosis 

Glandular fever 

Tumour or reticulosis 
Subacute bacterial endocarditis 
Urine infection 

Suppuration 

Benign tertian malaria 
Brucellosis 

Polyarteritis nodosa 

Other. 


of October, 1955, the end of the follow-up period. Most 
of these 39 had the short fevers it was expected would be 
included. In none of them did there seem to be any likeli- 
hood of obtaining a diagnosis later. The other two remained 
febrile—-one after 12 months, the other after 22 months. 
This latter patient has now been followed for a further 
three months, and still has her persistent fever, often over 
100° F. (37.8° C.). All the 25 patients with “ other” 
diagnoses are alone in their diagnosis. They include cases 
with subarachnoid haemorrhage having minimal symptoms 
or signs of an intracranial lesion, with aneurysm of the 
abdominal aorta and extensive thrombosis in the aneurysm, 
and with chronic spinal arachnoiditis of obscure origin. 
Others were of no particular interest. It was noteworthy 
that only one had Charcot's intermittent fever. Another 
patient had her gall-bladder removed elsewhere after eight 
months of fever as it was thought it might be responsible. 
Neither signs nor symptoms had incriminated it. No good 
effect followed. Six months later still a hypernephroma was 
recognized. Its removal cured the pyrexia. 

If the patients are analysed according to the time taken 
for a diagnosis to be made, after admission, a certain pattern 
emerges, best shown by regarding those taking more than 
one week (Table II). 


Taste Il.—Diagnoses made in 29 Patients Remaining Un- 
diagnosed for More than | Week after Admission 


Tumour or reticulosis 
Tuberculosis 

Subacute bacterial endocarditis 
Polyarteritis 

Suppuration 

Others ‘ 


It is seen that the cases resistant to diagnosis are headed 
by three groups of conditions : tumour or reticulosis, tuber- 
culosis, and subacute bacterial endocarditis. The tumours 
were sarcoma of jejunum and carcinoma of lung and kidney. 
The reticuloses were Hodgkin's disease in two cases, and 
histiocytic medullary reticulosis (Scott and Robb-Smith, 
1939) in a third. The tuberculous involvement was miliary 
in two, peritoneal in one, of the lung in two, and of the 
mesenteric glands in one. 

Similarly, if the cases are analysed by duration from onset 
to time of diagnosis, the illnesses in 29 were found to last 
longer than four weeks. Of these, six were tumour or reticu- 
losis, four tuberculosis, and four subacute bacterial endo- 
carditis. Fourteen illnesses lasted longer than eight weeks 
before diagnosis ; of these the three groups accounted for 
nine. 

It appears, in fact, that these three groups are the most 
troublesome, as they are certainly those most needing early 
diagnosis. They may be compared with each other in 
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various ways in order to fulfil the second object of this 
study, which is to estimate the value of different investiga- 
tions. 

The results of these are laid out in Table III. Some 
perspective can be given to these figures. Thus all patients 
had their haemoglobin measured. Twenty-seven had a 


Taste Ill.—Average Figures and Ranges for Three Groups 
(Ranges in Parentheses) 


Tumour or Teberculcsis [Subacute Bacterial 


Reticulosis Endocarditis 
(6 Cases) © Cases) (6 Cases) 
. Female 3 | 4 | 1 
Sex { Male 3 2 | 5 
Age (years) 54 (26-67) | 34 (16-60) | 47 (26-71) 
Haemoglobin on | 10-1 (9-2-11-8) 13-7 (11-S-15-3) | 141 (13-0-15-5 
admission (g./100 | | for males, 10 8 
mil.) | for female) 
E.S.R. onadmission | 91 (37-129) 63 (42-126) |: 36 (23-55) 
(Westergren ; mm. | 
1 hour) | | 
White-cell count 6,000 (1,900-— | 7,700 (3,500- 12,500 (8,700- 
(per c.mm.) 11,200) 11,000) 18,300) 
Plasma albumin 3-1 (2-9-3 6in 3-5 (3-4 and 3-5 | 20(1-7-24in 
(g. 100 ml.) 4 cases) in 2 cases) 3 cases) 


value less than 12 g./100 ml., and among them were all the 
cases of tumour or reticulosis. The erythrocyte sedimentation 
rate, Westergren, was measured in 111, and was greater than 
100 mm. in one hour in 19 patients. These 19 included 3 
cases of tumour or reticulosis. A white-cell count was made 
in all cases: in 17 it was less than 5,000 per c.mm., and 
three of these had a tumour or reticulosis. The plasma 
albumin was measured in 32 cases: in five it was less than 
2.5 g./100 ml., and three of these had subacute bacterial 
endocarditis. 

It appears that the tuberculous patients tended to be 
younger, and the patients with a tumour or reticulosis more 
anaemic, than the others. The latter group had a high 
average E.S.R. On the other hand, the group of subacute 
bacterial endocarditis tended to have a lower E.S.R., a 
higher white-cell count, and lower plasma albumin. 

There is some interest in an analysis of cases presenting 
with splenomegaly. The spleen was palpable on admission 
in nine patients. Two of them remained undiagnosed, and 
the spleen became impalpable. Two were later diagnosed as 
cases of Hodgkin's disease, one as brucellosis, one as 
miliary tuberculosis. None of the nine turned out to have 
subacute bacterial endocarditis. Only one of six cases of 
eventual glandular fever and none of three cases of malaria 
had a palpable spleen on admission. 

The six with subacute bacterial endocarditis form a group 
deserving greater detail of description. Three had no cardiac 
murmurs on admission. Only the woman among them was 
anaemic. None had embolic lesions in the skin, and only 
one had microscopic haematuria. In five the vegetations 
were on the left side of the heart, in one on the right, as 
was shown at necropsy. Their tendency to a relatively low 
E.S.R. and high white-cell count, and the low plasma 
albumin in the three cases in which it was measured, have 
already been noted. The coincident absence of splenomegaly 
and anaemia made it seem worth while investigating the 
incidence of these findings in other cases to see whether 
there was any relation between them. The records of the 
last 50 undoubted cases admitted to the Radcliffe Infirmary 
were therefore inspected. Fourteen had palpable spleens 
on admission and an average haemoglobin of 80%. Thirty- 
six had no palpable splenomegaly ; their average haemo- 
globin on admission was 82%. These figures seem to deny 
any close relationship. 

The six cases defying diagnosis until necropsy were found 
to be one each of miliary tuberculosis, multiple pulmonary 
emboli, leaking aneurysm of the abdominal aorta, histiocytic 
medullary reticulosis, renal and perinephric abscess, and 
tricuspid bacterial endocarditis. Most of these cases pursued 
lengthy Courses, were extensively investigated, and betrayed 
no sign which even in after-light might have led to more 
than a suspicion, on general principles, of the diagnosis. 
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Discussion 


Obviously no statistically significant results can be 
expected from such small numbers. They can merely 
indicate the investigations which may usefully be done in the 
future, so that a truer estimate of their value may be obtained 
in this particular quandary of the undiagnosed pyrexia. It 
is of little use to compare, between groups, these measure- 
ments as made in patients who do not present with pyrexia 
of obscure origin : if this was done, the whole circumstances 
would be altered. For instance, to some extent it is probably 
for the very reason that the cases of subacute bacterial endo- 
carditis were not anaemic that they were not diagnosed and 
thus excluded from the series. 

The results can be compared with those of other series. 
In the United States of America in 1907, Cabot's three long- 
continued fevers were due to typhoid, sepsis, and 
tuberculosis. Alt and Barker (1930) found, between 1913 
and 1930, that in patients discharged with pyrexia of 
unknown origin the predominating groups were tuberculosis, 
a tumour, or rheumatic fever. Hamman and Wainwright 
(1936) divided 90 similar patients followed up into 36 with 
low-grade long-continued fever and 54 with high fever. In 
the first group only 10 were diagnosed with certainty, 2 of 
whom had pulmonary tuberculosis, 2 renal carcinoma, 1 
Hodgkin's disease, and 3 brucellosis. Of the second group, 
34 were diagnosed with certainty. In them tuberculosis, 
sepsis, syphilis, or malignant tumour predominated. Keefer 
(1939) collected 80 cases of prolonged fever of obscure 
origin and found tuberculosis in 8, tumour or reticulosis in 
16, coccal infections in 20, and brucellosis in 6. Keefer and 
Leard (1955) have published their experiences. 

In Sweden, Béttiger (1953) followed up 158 patients dis- 
charged between 1940 and 1949 with no diagnosis of the 
fever made. After a minimal follow-up of two years, 
diagnosis was made in 35. Of these, 11 had malignant 
tumours, 10 had non-specific infections, and 6 had tuber- 
culosis. Two of the “non-specific” infections were cases 
of subacute bacterial endocarditis. 


Summary and Conclusion 


A survey of 113 patients presenting with pyrexia of 
obscure origin has been made: Three groups pre- 
dominated among the eventual diagnoses. These were 
tumour or reticulosis, tuberculosis, and subacute 
bacterial endocarditis. This predominance was even 
greater in the prolonged fevers and in cases remaining 
undiagnosed longest despite investigation. 

In distinguishing between the groups, help may be 
obtained from the age and from the common and simple 
investigations—haemoglobin, erythrocyte sedimentation 
rate, white-cell count, and plasma albumin. 

The present study points to the importance, in cases 
with pyrexia of obscure origin, of the three groups in 
regard to duration, difficulty of diagnosis, and need for 
early treatment. The value of the common investiga- 
tions will be defined only when a much larger series of 
these patients is considered. 


My thanks are due to Professor L. J. Witts, Dr. F. G. Hobson, 
Dr. A. M. Cooke, Dr. P. C. Mallam, and Dr. E. M. Buzzard 
for permission to study the records of patients under their care. 
I am also grateful to Dr. A. H. T. Robb-Smith and Dr. A. M. 
Cooke for their criticism and advice. 
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REGULAR USE OF LAXATIVES BY 
SCHOOLCHILDREN 


BY 


J. J. A. REID, M.B., B.Sc., D.P.H. 


Department of Public Health and Social Medicine, 
University of St. Andrews ; late Assistant County 
Medical Officer, Buckinghamshire 


Several papers in recent years have dealt with the 
routine administration of medicaments to children with- 
out medical advice. The Practitioner (1955) commented 
on the lack of precise information on the extent of this 
time-honoured custom and went on to quote figures 
from the report of the Medical Officer of Health for 
Bolton for 1954. These revealed that, of 503 infants 
investigated, 5.8% received teething powders and 12.2% 
received aperients regularly in the first year of life. 
Since so-called teething powders are, in fact, usually 
laxatives, it follows that 18% of infants were being 
given these regularly in one form or another. 

Gordon (1951) investigated 1,499 infants and observed 
that 41% of healthy breast-fed babies did not have daily 
motions in their early months. He then went on to 
speculate whether the purging’of infants had any con- 
nexion with chronic constipation in subsequent adult 
life. 

The British Medical Journal (1955) mentioned that 
many children were still given a regular weekly laxa- 
tive, and condemned as potentially dangerous the use 
of calomel and of castor oil. Shortly afterwards Creery 
(1955) referred to the common administration of mag- 
nesia to infants for the relief of alleged constipation. 
This occurred at some time to 79% of the children 
investigated, and in a quarter of these cases the initial 
recommendation was said to have been made by one 
of the professional personnel of a welfare clinic. 


I have referred (Reid and Reid, 1954) to the fact that 
approximately 5% of consultations at a group of child 
welfare clinics were concerned with “ constipation "— 
by which was usually meant a normal two- to three- 


day bowel rhythm in healthy infants or children. 


Present Investigation 


In order to obtain some idea of the extent of the use of 
laxatives in children an inquiry was conducted during 1953 
in the course of routine medical examination of school 
entrants and leavers in that area of Buckinghamshire which 
lies from Bletchley northwards. 

In the case of entrants (who were almost all 5 years old) 
the mother was asked by the medical officer or health visitor 
whether the child was ever given “ medicine,” and, if so, 
how often. A note was made of this information in the 
case of medicines whose action was apparently directed to- 
wards the bowels. Such medicines accounted for the vast 
majority given. In the case of school leavers (usually about 
15 years old, or slightly older in the cases of grammar and 
technical school pupils) the child was asked the same ques- 
tion directly, as comparatively few mothers attended the 
medical inspections of this age group. 

It was soon found that almost all children received laxa- 
tives from time to time, and it was therefore decided to 
record only those who received such medicine regularly at 
least once weekly. The results are summarized in Table I. 

From this it will be seen that an appreciable percentage 
of children received regular laxatives, the proportion of girls 
being higher than that of boys in each age group, but a 
decline in frequency was apparent in each sex from the age 
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of 5 to the age of 15. This decline was proportionately 
greater in boys than in girls. 

The overall frequency of administration of laxatives to 
the 191 children who received them regularly is given in 
Table Il. Whilst over four-fifths of these children were 
purged once weekly, 9.4% received such treatment twice or 
thrice a week, and 7.9% more frequently. Of the 15 children 
in the last category, one child received laxatives three or 
four times weekly, il received them daily, and 3 received 
them twice daily. The types of laxatives used by these 
children are shown in Table IIL. 


Number _Taking Laxatives at Least Weekly 
All Children 


$s Years Old 15 Years Old 


Boys | Girls | Total | Boys | Girls Total | Boys | Girls | Total 


Total No. 

investi- j 

gated 289 | 258 | $47 329 | 236 «618 49H 
No. taking j 

laxatives 

regularly ‘$1 67 | 18 | 43 73 si 191 
% ditto 176 | 260) 216) O91 | | 129 | 13-1 | 22:3 | 17-2 


Taste Il.—Frequency of Regular Use of Laxatives in 
191 


Children 
No. % 
Twice or thrice 7 18 94 
More than ,, is 79 


Taste Ill.—Type of Laxative Used Regularly in 
19 


hildren 
No % 
Anthracene 97 
Saline 61 320 
Phenol phthalein 1s 79 
Mercurial 6 31 
Lubricant ‘ 6 31 
Hydragogue 4 21 
Other 2 10 


| 
| 


Anthracene—-Of the 97 children using such laxatives 
regularly, 90 took them in the form of so-called syrup of 
figs, the purgative principle of which is, in fact, usually 
senna. 

Saline.—Approximately one-third of the children in this 
group received a preparation of magnesium hydroxide ; most 
of the remainder had preparations containing magnesium 
sulphate. 

Phenolphthalein—Of 15 children who received this, 11 
had it incorporated in chocolate and 4 in chewing-gum. 

Mercurial.—All 6 children in this group received a pro- 
prietary preparation whose active principle, at the time of 
the inquiry, was calomel. 

Lubricant.—Liquid paraffin was the basic ingredient in 
all cases 

Hydragogue.—Four children took proprietary pills con- 
taining one or more laxatives of the hydragogue group. 


Discussion 

In considering the types of laxatives used, it is possible 
to condemn calome! as undesirable. In infants and toddlers 
there exists an absolute contraindication to its use, and it 
seems likewise undesirable that older children should regu- 
larly ingest a mercurial preparation of which some pro- 
portion is absorbed. Calomel is no longer used in the 
proprietary preparation taken by the children in this survey. 
It has been replaced by phenolphthalein. 

It might perhaps also be legitimate to criticize the regular 
use of liquid paraffin in children, in view of the finding of 
Boyd and Doll (1954) that an appreciable excess of patients 
suffering from gastro-intestinal cancer took liquid paraffin 
compared with a control group suffering from other diseases. 

Any consideration of the effect of the other laxatives, 
from a purely pharmacological point of view, must be related 
to the dosages employed. It was not possible to tabulate 


these, as the various forms, even of the same type of laxa- 
tive, differed widely in their pharmacological content. 
Further, in the case of chocolate or chewing-gum laxatives, 
and where household preparations such as infusion of senna 
were used, assessment of the dose was impossible. Typical 
doses of syrup of figs and of saline powders were one or 
two teaspoonfuls weekly, but some children had more heroic 
doses, such as 34 teaspoonfuls of syrup of figs plus one 
cascara tablet weekly or one tablespoonful of syrup of figs 
weekly. One child received a dessertspoonful of syrup of 
figs and one an indefinite amount of phenolphthalein choco- 
late laxative thrice weekly. One 15-year-old girl received 
a teaspoonful of syrup of figs twice daily and complained 
of frequent colicky pains in the abdomen. These soon 
ceased once her mother was persuaded to stop administering 
the medicine. 

From a psychological point of view the regular taking 
of laxatives by children is undesirable. It was clear that 
most children in this survey had taken them since infancy, 
and it was also clear that parents in general, and mothers in 
particular, regarded purgation as part of their duty towards 
the healthy upbringing of their offspring. It was no doubt 
this maternal conviction which accounted for the fact that, 
at the ages of both 5 and 15, proportionately more girls than 
boys were in receipt of regular laxatives. The week-end 
appeared to be the traditional time for assaulting the bowels, 
and it was apparent that the ritual of the family purge still 
held sway in many homes. 

This ritual of weekly purgation was remarked upon by 
Stein and Sklaroff (1952) in their survey of the health of 
an urban community in Edinburgh, when they also noted 
that four out of five households bought some form of 
laxative. Perhaps no surprise should be expressed at the 
widespread use of laxatives, because, after all, purgation has 
been an honoured form of therapy since the earliest times. 
The supposed importance of frequent family purgation was 
stressed by Cheyne (1724) in his Essay of Health and Long 
Life, in which he proclaimed : “So true is old Verulam’s 
Aphorism : Nihil magis conducit ad Sanitatem & Longae- 
vitatem quam crebrae & domesticae purgationes.” Simi- 
larly, the practice of purgation is in modern times probably 
world-wide. For example, Saunders (1954) remarks that, 
in Mexico, the idea that the maintenance of health requires 
a periodic purging of the stomach and intestinal tract is 
commonly held, and goes on to point out that the idea of 
a “clean” interior is also an important component in 
American folk medicine. 

The regular use of laxatives or, for that matter, their 
use when not specifically indicated, is undesirable, because 
the habit is apt to remain throughout life, with the prospect 
of ever larger doses being required with advancing age. 
There lies the road to chronic constipation and to that 
familiar sight of hospital wards—the patient whose life is 
centred around the problem of when his bowels can next be 
blasted into reluctant activity. 

Even more undesirable is the danger that the regular 
taking of laxatives may have a much wider effect by helping 
to engender the belief that good health is synonymous with 
the ingestion of pharmacological preparations. Only very 
rarely during the survey was it indicated by a parent that a 
child did not require medicine because a proper diet was 
relied upon to regulate the bowels. 

At the same time, parents must not be blamed for adminis- 
tering substances which they undoubtedly believe to be bene- 
ficial to the health of their children. They must rather 
be taught that proper diet, an adequate fluid intake, and a 
prompt response to the call to stool are the only measures 
necessary to keep their children’s bowels in order, and that, 
in the case of some children, it is not normal to have a 
daily motion. Of all the children in the present survey 
who were not taking regular laxatives, approximately 5% 
had a bowel movement only every second or third day. 

A large amount of money is spent annually on advertise- 
ments whose apparent aim is to persuade the British public 
that they require laxatives. The cost of that campaign is 
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no doubt borne by the profits reaped in consequence of its 
success. The British Medical Journal (1954) has referred to 
the role of family doctors in dissuading mothers from the 
routine administration of unnecessary medicaments to their 
offspring. Both they and all health workers, especially those 
whose efforts are chiefly directed towards infants and child- 
ren, must play their part in discouraging the regular use of 
laxatives and the attitude of mind which accompanies it. 


Summary 


The regular taking of laxatives by a group of school 
entrants and leavers is investigated. Over 17% of these 
children took them at least weekly, proportionately 
more girls than boys doing so at each age. The prac- 
tice was commoner among entrants than among leavers. 

The frequency of administration and type of laxative 
used are analysed. 

The undesirable nature of such medication is dis- 
cussed, 


I am indebted to the health visitors of the North Bucks 
Division and to my wife for help in conducting this survey, to 
Professor A. Mair for advice, and to Dr. G. W. H. Townsend, 
county medical officer, for permission to publish this article. 
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UNUSUAL NEUROLOGICAL 
COMPLICATIONS AFTER SUDDEN 
WITHDRAWAL OF CORTISONE 


BY 
A. G. BECKETT, B.M., M.R.C.P. 
AND 


Cc. J. STEVENSON, M.D., M.R.C.P. 
Late Medical Registrars, Addenbrooke's Hospital, 
Cambridge 


It is well known that reactions may occur during treat- 
ment with cortisone and corticotrophin and when these 
drugs are withdrawn. In the case here described a 
severe and unusual illness occurred when the patient 
inadvertently stopped taking cortisone, with which she 
had been treated for a long period. 


Case Report 

A married woman of 38 was admitted to Addenbrooke's 
Hospital on March 26, 1953, in a comatose state. She had 
suffered from severe rheumatoid arthritis for 14 years, and 
for the previous 18 months had been having cortisone, with 
considerable benefit. During this period she had had some 
evidence of hypercortisonism: moonface, gain in weight, 
acneiform lesions, and difficulty in healing trivial wounds. 

After 100 mg. intramuscularly daily for the first six days 
the usual maintenance dose was 50 mg. daily, at first intra- 
muscularly and later orally. For the two months before 
admission the dose had been higher—75 mg. orally—on 
account of an increase in severity of the disease. 

Ten days before admission she accidentally doubled the 
dosage of cortisone to 150 mg. daily, having misread 
instructions supplied. Seven days later she realized her 
error and discontinued the drug. The next day she com- 
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plained of headache and difficulty in sleeping, which she 
attributed to worry about her children, who had tonsillitis. 
Her joints were a little more painful. On the third morning 
after stopping cortisone she was found in bed in a comatose 
State. 

On admission a comatose, well-nourished woman with 
joints showing rheumatoid changes was seen; she was 
rousable by painful stimulation. Her temperature - was 
105° F. (40.6° C.), pulse 140. Her face was moon-shaped, 
with acneiform lesions. She was not dehydrated or oedema- 
tous, and not cyanosed. Medium crepitations were heard at 
both lung bases. Her B.P. was 90/60. 

Examination of the abdomen revealed no abnormality. 
Central nervous system: fundi normal, pupils reactive ; tone 
generally flaccid; tendon and abdominal reflexes absent ; 
plantar responses flexor. 

Investigations —Blood urea, 24 mg./100 ml.; serum 
potassium, 18.3 mg./100 ml. ; serum sodium, 311 mg./100 
ml.; serum calcium, 8.8 mg./100 ml.; Hb, 14 g./100 m1; 
W.B.C., 15,000; neutrophil leucocytosis. Urinary  17- 
ketosteroid excretion, 6 mg./day. C.S.U.: protein+, other- 
wise normal. E.C.G. normal. Lumbar puncture: normal 
pressure and fluid. 

Treatment and Progress-~—-She was treated with tepid 
sponging, fluid by intragastric Ryle tube, and penicillin. 
The intravenous injection of 50 ml. of 50% glucose had no 
effect. After 24 hours the right pupil was larger than the 
left. The next day the coma was lighter but she was 
unable to speak ; she was at times conscious; there was 
pronounced weakness of the arms and legs, with some 
return of tone and tendon reflexes. Her arthritic joints were 
obviously very painful on slight passive movement and were 
much more swollen than when she was on cortisone. 

On the fifth day she attempted to speak, but had severe 
dysarthria and was seen to be very labile emotionally, alter- 
nately weeping and laughing. A Parkinsonian tremor 
appeared in the hands ; 24 hours later the feet were involved; 
by then the pupils were again equal. She was started on 
25 mg. of cortisone daily, later increased to 50 mg. Six 
days after admission the temperature became normal ; there 
was some dysphagia and almost complete bilateral palatal 
palsy which disappeared in a few days. Fourteen days 
after the onset of the illness her tremor was most 
pronounced, involving both upper and lower limbs. 
Benzhexol hydrochloride was given with good effect. 

Her speech improved slowly, but after 30 months it 
remains slow, halting, and slurred, being confined to short 
sentences. She is still emotionally labile, but to a much 
less degree. She can sit up, but is unable to feed herself 
or to stand unsupported, having generalized loss of power 
in the limbs. There is now wasting compatible with disuse 
atrophy ; the tendon reflexes are diminished, the plantar 
responses are flexor, and there is no sensory loss. Slight 
intermittent tremor of the hands remains. 


Discussion 


In this case, in which cortisone was withdrawn suddenly 
after a long period of therapy, the two features we would 
stress are the acute illness, presumably due in part to acute 
adrenal insufficiency and in part to cerebral lesions, and the 
permanent neurological sequelae. 

Acute adrenal insufficiency, which may occur and prove 
fatal, can appear as sudden circulatory collapse, decrease in 
blood pressure, increase in pulse rate, or perhaps an eleva- 
tion of temperature, and may cause the patient to lose 
consciousness quickly (Salassa ef al., 1953a, 1953b). In these 
circumstances the serum electrolytes may be normal (Thorn, 
1949), whilst most of the features of chronic adrenal 
insufficiency will be absent. 

Fatal adrenal insufficiency has been reported on several 
occasions. Fraser et al. (1952) described the case of a 
34-year-old man with rheumatoid arthritis who died in severe 
shock two days after operation. He had been on cortisone 
for only two months, with an average daily dose of 50 mg., 
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which was stopped two days before the operation, a cup 
arthroplasty on the hip. At necropsy the adrenals were 
atrophied ; there were multiple haemorrhages in the lungs 
and in the interventricular septum; a few petechiae were 
present in the brain. 

Proctor and Rawson (1951) described a similar case: 
adrenal cortical failure occurred on completion of a 24-day 
course of cortisone followed by corticotrophin for 6 days. 
There was cytolytic destruction of the adrenal cortex, most 
pronounced in the fascicular zone. 

A state of shock and hyperpyrexia followed by death has 
been reported after a minor operation on a patient receiving 
cortisone for rheumatoid arthritis (Lewis ef al., 1953) and 
also after a course of cortisone given to a patient with 
ulcerative colitis (Rachet et al., 1951). 

Sprague et al. (1950) report the death of two patients, 
on treatment with cortisone for rheumatoid arthritis, who 
after operation became shocked, comatose, and anuric. In 
both cases the adrenals showed atrophic changes. 

Norymberski ef al. (1953) have shown that 50 mg. of 
cortisone daily will completely suppress the endogenous 
output of hydrocortisone-like steroids, while Sprague et al. 
(1950) suggest that a dose of cortisone as low as 20 mg. 
a day for five days may be suppressive. These authors 
suggest that patients who develop extensive hyper- 
cortisonism may be more liable to persistence of impaired 
adrenal and pituitary function. 

Our patient, who had been on cortisone for 18 months 
and had mild hypercortisonism, abruptly stopped taking 
cortisone and developed coma, hyperpyrexia, tachycardia, 
and hypotension, the serum electrolytes being normal apart 
from a slightly low serum sodium. She thus had many of 
the features mentioned in the cases previously described. We 
think it likely that she had acute adrenal insufficiency, 
although as she recovered we do not know the nature of the 
pathological lesion. 

With regard to the neurological lesions our patient had a 
series of cerebral disturbances during the acute phase and 
was left with serious incapacitating sequelae similar to 
Parkinsonism. It is possible that she had a coincidental 
encephalitis of bacterial or virus origin, but the normality 
of the C.S.F. is against this. The widespread nature of the 
cerebral damage suggests multiple small vascular lesions. 

Cosgriff (1951) described a series of thrombo-embolic 
episodes which followed the cessation of cortisone. These 
he ascribed to the hypercoagulability of blood which is 
present during and following cortisone therapy. However, 
only two of these were cerebral vascular accidents and both 
occurred in elderly patients aged 69 and 70. Neither case 
resembled ours. 

The withdrawal of cortisone from patients suffering from 
rheumatoid arthritis may be followed by panmesenchymal 
and panangiitic reactions which, when severe, may resemble 
acute disseminated lupus erythematosus or polyarteritis 
nodosa (Slocumb, 1953). In our case there was no evidence 
of vascular lesions outside the brain. 

In the case described by Fraser er al. (1952) a number of 
petechial haemorrhages were found in the brain. It is 
possible that our patient had similar lesions. However, 
the exact pathology of the cerebral Jesions must remain in 
doubt. 

Summary 

A patient with rheumatoid arthritis was treated with 
cortisone for 18 months. She inadvertently took a 
double dose for one week and then discontinued the 
drug. Coma, hyperpyrexia, hypotension, and, later, 
dysarthria, Parkinsonian tremors, and muscular weak- 
ness ensued. The patient has only partially recovered 
from these disabilities and is still bedridden after 30 
months. We consider that this syndrome may have been 
due to acute adrenal insufficiency complicated by 
multiple cerebral vascular lesions. 
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ROVSING’S SIGN 


BY 


W. W. DAVEY, M.D., F.R.C.S., F.R.C.S.L 
Consultant Surgeon, Whittington Hospital, London 


In 1907 Professor Thorkild Rovsing, of Copenhagen, 
first described the sign which now bears his name. The 
following is a translation of his description. “ The left 
hand is applied over the healthy colon in the left iliac 
fossa, the right hand applies pressure over it in an anti- 
peristaltic direction; because the ileo-caecal valve is 
competent, pain is produced in the right iliac fossa with 
inflammation of the appendix and caecum. Where there 
is muscular rigidity in the right iliac fossa and therefore 
accurate palpation is impossible, it will give a clue to 
the diagnosis—that is, it will differentiate between a 
lesion of the caecum and the appendix in the right iliac 
fossa from another lesion giving inflammation in the 
right iliac fossa.” 

This sign, with its suggested mechanism, has since 
found a place in the minds of countless medical students, 
and it receives tacit approval in surgical textbooks— 
for example, Aird (1949) and Bailey and Love (1956). 
The following note and the accompanying well-known 
diagram are those of Hamilton Bailey (1954): “ Even 
pressure is exerted over the descending colon. This 
forces gas into the caecum. If, when the left iliac fossa 
is pressed, pain is appreciated in the right iliac fossa, the 
case is probably one of acute appendicitis.” 

I have been intrigued by this sign, and for this reason, 
with the following questions in mind, a series of observa- 
tions were carried out: (1) Does Rovsing’s sign occur ? 
(2) Is the suggested mechanism correct? (3) If not, 
what is the explanation ? 


Does It Occur ? 


During a series of 303 consecutive cases of acute appendi- 
citis confirmed at operation, Rovsing’s sign was found to be 
positive on five occasions. The findings in these patients 
were confirmed by at least two other surgeons. 

Case 1.—A woman aged 34. The right lower quadrant 
of the abdomen was blocked by 1/2000 amethocaine hydro- 
chloride. After this, Rovsing’s sign was no longer present, 
although the rebound phenomenon still remained. A grid- 
iron incision with gentle retraction of the wound edges 
revealed an acutely inflamed retro-ileal appendix ; the prox- 
imal part of the appendix between the caecum and the 
ileum was visible, and was found to be in direct contact 
with the overlying parietal peritoneum, which showed 
signs of inflammation. 

Case 2.—-A man aged 37. This patient presented with a 
classical history of appendicitis. The right lower abdomen 
was blocked by local analgesia as in Case 1. Rovsing’s sign 
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was completely abolished, although rebound tenderness still 
remained. A grid-iron incision revealed an appendix with 
patches of gangrene lying in the paracaecal gutter; the 
adjacent parietal peritoneum of the flank of the anterior 
abdominal wall was rough and red. 

Case 3——-A woman aged 32. The findings in this case 
were almost identical with those in Case 1. The appendix 
was retro-ileal in position, and partially in contact with the 
anterior abdominal wall. Removal was carried out under 
local analgesia, which was found to abolish Rovsing’s sign. 


Rovsing’s sign. Photograph reproduced from Hamilton Bailey's 
Physical Signs in Clinical Surgery, published by Wright, Bristol. 


Case 4.—A man aged 30. Under general anaestliesia, 
through a grid-iron incision, the appendix, which was acutely 
inflamed and surrounded by a fibrinous reaction, was found 
lving in the paracaecal position. The appendix was intra- 
peritoneal, and there were marked signs of inflammation in 
the adjacent parietal peritoneum of the abdominal wall and 
caecum. Appendicectomy was performed. 

Case 5~-A woman aged 75. As the diagnosis was in 
doubt the abdomen was opened through a right paramedian 
incision under general anaesthesia. Free purulent fluid was 
found, and the appendix, which was gangrenous, was seen 
to be lying with its tip half an inch (1.3 cm.) above the 
symphysis just to the right of the midline. It was attached 
to the parietal peritoneum with fine fibrinous adhesions. 
The caecal wall involving the base of the appendix was 
gargrenous. 

During the above series of 303 appendicectomies, three 
patients were found to have a positive Rovsing’s sign which 
at operation was not found to be associated with acute 
appendicitis. The details are as follows. 

Case A-—-A man aged 59. At operation through a grid- 
iron incision, 6 in. (15 cm.) of ileum, starting 18 in. (46 cm.) 
from the terminal ileum, was found to be strangulated in 
the retrocaecal fossa. The bowel was viable and easily 
reduced. There was much redness and oedema of the peri- 
toneum in the right iliac fossa and the mesentery of the 
small intestine, which was in direct contact with the parietal 
peritoneum of the anterior abdominal wall. 

Case B.—A boy aged 11. A grid-iron incision revealed a 
normal appendix, and the condition was found to be a 
well-marked inflammation of the ileo-caecal mesenteric 
lymph nodes. 

Case C-——A man aged 22. A grid-iron incision showed 
on the antero-medial wall of the caecum, just above the ileo- 
caecal junction, a rounded hemispherical mass the base of 
which was 9/10 in. (2.3 cm.) in diameter and its length 
2 in. (1.9 cm.). The surface was inflamed and covered with 
peritoneum, and over it were running several tortuous ves- 
sels. Invagination of the lateral wall of the caecum demon- 
strated that it was a paracaecal diverticulum. It was removed 
and the caecal wall closed in layers. 
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From a study of these patients it is seen that Rovsing’s 
sign in association with acute appendicitis is uncommon— 
only 5 cases out of 303. Yet in all eight cases where the 
sign was found to be positive an inflammatory lesion was 
present in the right iliac fossa. 


Is the Suggested Mechanism Correct ? 

The suggestion that pressure on the colon as it lies in the 
left iliac fossa causes an increase of pressure in the caecum 
by forcing gas from the distal colon to the caecum sounds 
plausible, but in fact does it stand investigation ? 

A series of manometric experiments were carried out on 
a colon removed at necropsy, the recto-sigmoid junction and 
the terminal ileum having been ligated. A glass cannula 
connected to a U-shaped manometer containing water was 
inserted into the caecum through the appendix stump. It 
was found that no intracaecal rise of pressure occurred with 
compression of the distal colon unless there was a positive 
pressure in the caecum initially. This positive pressure was 
obtained only when the entire colon was moderately dis- 
tended with air. The presence of faeces in the colon, it was 
noted, greatly decreased or eliminated the intracaecal rise 
in pressure, following pressure on the distal colon. Yet 
constipation is the usual finding in acute appendicitis, and 
a continuous column of gas in the large intestine has not 
been found in the two pre-operative radiographs of the 
abdomen in two patients who were shown to have a positive 
Rovsing's sign. 

Viewed from the anatomical point of view, the colon is 
so constructed that, if inflated from the collapsed state, the 
haustrations between the taeniae fill out first ; this is a lateral 
distension, and only when these haustrations are moderately 
filled is the air inflated available to open up a further 
segment of the colon. Finally, only when all the haustra- 
tions are moderately distended does the air inflated cause 
a generalized rise of pressure in the colon. This state of 
distension must be extremely rare except in cases of obstruc- 
tion of the distal colon with a competent ileo-caecal valve. 
In function the colon which lies in the left iliac fossa is 
normally contracted and empty, and on palpation can be 
felt to be so, except during the act of defaecation, so that 
it is extremely unlikely that pressure on this segment of the 
colon would initiate a wave of gaseous pressure along the 
colon to the caecum. In view of the possible invalidity 
of the manometric evidence of the colon outside the body, 
further evidence was sought radiologically. 

On looking at a large number of films of the abdomen a 
continuous column of gas has not been seen to be present. 
Following barium-enema examinations and inflation of the 
colon with air, pressure exerted over the left iliac fossa, 
much greater than could be exerted in Rovsing’s sign, failed 
to produce any change in the gaseous shadows in the caecal 
area. 

From these observations it seems reasonably certain that 
the present explanation of Rovsing’s sign is not correct. 


What Is the Explanation ? 

Rovsing’s sign in association with acute appendicitis is 
rare. It occurred in only 1.7% of the series observed (303). 
Has it anything to do with the anatomical position of the 
appendix ? In Cases 1 and 3 the proximal part of the 
appendix was in contact with the anterior abdominal wall, 
in Cases 2 and 4 the appendix was in the paracaecal gutter 
and in contact with the anterior abdominal wall in the flank. 
In Case 5 almost all of the appendix from base to tip 
was in contact with the anterior abdominal wall. In all 
five cases showing a positive Rovsing’s sign there was one 
thing in common—namely, direct contact between the 
parietal peritoneum of the abdominal wall and the inflamed 
appendix. 

In the other three cases (not acute appendicitis) there was 
also an inflammatory lesion in the right iliac fossa in contact 
with the parietal peritoneum of the anterior abdominal wall. 

In an analysis of the position of the appendix Wakeley and 
Gladstone (1928) found only 1% to occupy the pre-ileal 
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position, where we might expect direct contact with the 
abdominal wall, and a further 0.5% were described as post- 
ileal, in which position there is a possibility that part of the 
appendix might be in contact with the abdominal wall. They 
do not describe the paracaecal position. 

What, then, is the vonnecting link between pressure on 
the left iliac fossa and an inflammatory lesion in the right 
iliac fossa ? Is it a central reflex? It seems unlikely. So 
it must have a peripheral explanation. In the three cases 
explored under local analgesia Rovsing’s sign was abolished 
after the analgesic was inserted, and yet the rebound pheno- 
menon remained. The most likely explanation therefore 
seems to be some movement which causes a temporary fric- 
tion between the inflammatory lesion and the parietal peri- 
toneum (cf. dry pleurisy), such as a wave of vibration passing 
across the lower abdominal wall, or a temporary displace- 
ment of the abdominal wall or contents, such as one might 
expect from pressure on the left iliac fossa. Indeed, two of 
the patients with a positive Rovsing’s sign described the pain 
as “ shooting across to the right side,” and one said, “I can 
feel the vibrations on my right side.” 

In all cases where Rovsing’s sign was present, rebound 
tenderness was present also. When Rovsing’s sign was 
abolished in the three patients explored under local analgesia, 
rebound tenderness remained. It is considered that the 
mechanism of pain production in the rebound phenomenon 
is similar to that in the Rovsing’s sign but that the rebound 
phenomenon is more easily produced, as the displacement 
of the abdominal wall is more abrupt and therefore provides 
a more efficient stimulus. 

In rebound tenderness it may well be that the peritoneum 
lining the right iliac fossa, as well as the peritoneum on 
the posterior aspect of the abdominal wall oppusite the 
right iliac fossa, is moved and stretched. This would explain 
the reason why it is not abolished by an anterior field 


block. 
Conclusions 

Rovsing’s sign is not common. 

When positive it indicates that an inflammatory lesion 
in the right iliac fossa lies in direct contact with the 
parietal peritoneum lining the anterior abdominal wall 
in that region. 

The probable explanation is a momentary vibration 
or displacement of the abdominal wall or abdomina! 
contents initiated by pressure on the left iliac fossa and 
passing across to the right iliac fossa, causing friction 
between the inflamed viscus and the overlying anterior 
peritoneum with resulting pain. 

It is considered that there are no grounds for 
Rovsing’s statement that the sign is of help in 
differentiating between inflammation of the appendix 
or caecum from other lesions causing inflammation in 
the right iliac fossa. 

When Rovsing’s sign is present, and the diagnosis is 
thought to be acute appendicitis, that organ is probably 
lying in such a position that part of it at least is in 
direct contact with the anterior abdominal wall. 


My thanks are due to Dr. W. Stackurko, consultant radio- 


logist, for his help. 
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Medical Memorandum 


An Example of Painful Subcutaneous Tubercle 


Picard’s aphorism that recognition of a rarity demands only 
that it be borne in mind was exemplified recently in a 
clinical diagnosis of subungual glomangioma. Although 
glomangiomata were described in 1812, histological identi- 
fication by Masson was delayed until 1924. 


Case REPORT 


A man attended at the out-patient department complain- 
ing of a painful finger. As he put it, “there seemed no 
reason for the severe pain in the nail” of his right index 
finger. The slightest change in position of the hand caused 
agonizing shooting pain from the tip of the index to the 
hand. 

On examination a bluish circular area the size of a, small 
pea was visible beneath the hard nail. Pressure on this 
area produced the agony of which he complained. The 
colour of the area did not alter with change of posture. 
An x-ray film was not taken pre-operatively, but at opera- 
tion a tumour on the under surface of the nail-bed was 
found to have caused pressure erosion of the phalanx. 
Histological ¢xamination verified the clinical diagnosis ot 
glomangioma. 

COMMENT 


Origin and Site-——The normal glomus body is a con- 
voluted arteriovenous communication with a characteristic 
perivascular cuffing of cuboidal epithelium-like cells. The 
narrow channel with its thick coat of cells is also known 
as the Sucquet-Hoyer canal. Although it is recognized 
that such glomera occur in the integuments of peri- 
phera! parts of limbs their function has not been explained 
satisfactorily. The undoubted occurrence of tumours of 
the glomus body in the face, trunk, muscles, and even in 
the stomach shows that glomera are of wider distribution 
than was at first supposed. 

There are two types of glomangioma: (1) the vascular 
type with relatively few intervascular and perivascular cells : 
and (2) the cellular type (Masson’s pauci-vascular form) 
where masses or sheets of large epithelium-like cells occur 
with relatively few blood spaces in the field. The typical 
glomus cell is uniform in size, is polyhedral, and contains 
a rounded darkly staining nucleus. The cells have distinct 
walls. In addition to blood spaces and glomus cells there 
are varying amounts of connective tissue, smooth muscle, 
and nerves. 

The glomus cell is the cause of great controversy, for 
it is suggested that it is akin to the muscle cell in an arterio- 
lar wall. The ordinary muscle cells of the afferent vessel 
to a glomus body change gradually to typical glomus cells. 
The glomic arterial segment makes a sudden appearance 
and differs from the afferent vessel by the disappearance 
of the internal elastic lamina. Glomus cells appear where 
normally muscle cells would be found and, congregated 
there, form a broad cuff of cells. 


CONCLUSION 


Pain due to a glomangioma may be described as agoniz- 
ingly acute in spite of there being very little to see. 

The nail-bed and pulp are the commonest sites of occur- 
rence, and because there is little room for expansion the 
nail-bed site is particularly painful. 

Autonomic disturbances have been associated with 
glomangiomata, but no Horner syndrome was present in 
this case. 

The pain of a glomus tumour is not related to its neural 
content. 

W. B. Law, M.Ch., F.R.C.S., 


Assistant Orthopaedic Surgeon, 
North Liverpool Area. 
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A most satisfactory antithyroid drug 


* Neo-Mercazole rapidly and effectively controls thyrotoxicosis. 


* Neo-Mercazole easily replaces other antithyroid drugs in treatment. 
Thus, one 50 mg. tablet of methylthiouracil is equivalent to one 5 mg. 
tablet of Neo-Mercazole. 

* Neo-Mercazole is far less likely than other antithyroid drugs to 
cause side-effects such as skin rashes or joint pains. 


* Neo-Mercazole does not significantly alter the size, vascularity or 
hardness of the gland. 


NEO-MERCAZOLE 


(carbimazole) 


| Tablets (scored) each containing 5 mg. Carbimazole B.P. 
Presentation 
| Containers of 100 and 500 


British Schering Limited, 229 Kensington High Street, London, W.8 


THE TREATMENT OF HYPERTENSION 


Serpasil 


(the alkaloid reserpine from Rauwolfia) 


GRADUAL AND SUSTAINED REDUCTION OF BLOOD PRESSURE - CALMING EFFECT 


Serpatonil 


(Serpasil plus the antidepressive Ritalin) 
FOR Maintenance Therapy, PARTICULARLY IN THOSE PATIENTS 
EXPERIENCING DROWSINESS OR LETHARGY DURING RAIUWOLFIA TREATMENT 


Bottles of 25, 100 and 500 tablets. Each tablet contains 0.15 mg. Serpasil 
and 5 mg. Ritalin ( phenyl-(c-piperidyl) -acetic acid methyl ester hydrochloride, 


CIBA 


Serpasil”, ‘ Serpatonil’ and‘ Ritalin’ are registered trade marks. 


Reg. user CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX. Telephone : Horsham 4321. Telegrams : Cibalabs, Horsham. 
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REVIEWS 


Reviews 


THE DEVELOPING MIND 


On the Early Development of Mind. Volume I of Selected 
Papers on Psycho-Analysis. By Edward Glover, M.D. 
(Pp. 483+xi. 45s.) London: Imago Publishing Company 
Ltd. 1956. 
Dr. Glover is one of the best-known British psycho-analysts ; 
he is also one of the most significant, because along with 
an acute and scholarly mind he maintains a sharp concern 
for the scientific status of psycho-analytic developments. 
The development of the structures and functions of the 
mind is a fundamental matter for the psycho-analyst, and 
this volume is devoted largely to a selection of the author’s 
papers on this theme written over the last 30 years. The 
problem that has preoccupied him, as it has most psycho- 
analysts, is the correlation of the main psychological 
illnesses and character formations with specific stages of 
development. The first attempts to do this were much too 
non-specific, and it is to Glover's credit that he early per- 
ceived some of the conceptual confusions that were blocking 


progress. Many of his own contributions, especially his | 


nuclear theory of ego development, and his views on the 
aetiology of those less commonly treated conditions in 
psycho-analytic practice, alcoholism and the drug addictions, 
though written over twenty years ago, still retain their 
importance, and, if anything, they gain in this presentation 
together. The author is at his best in these papers : lucid 
and logical in presenting his theoretical points and vividly 
imaginative in describing the psychological nature of the 
processes involved. For instance, having shown how the 
drug addict is able to preserve his reality sense from gross 
psychotic disturbance by localizing his paranoid systems 
on the drug, and how he regresses to the point where the 
infant is emerging from an oral-anal reality system, Glover 
remarks that “ up to this point the external world has repre- 
sented a combination of a butcher’s shop, a public lavatory 
under shell-fire, and a post-mortem room. And the drug 
addict converts this into a more reassuring and fascinating 
chemist’s shop, in which, however, the poison cupboard 
is left unlocked. Having to this extent reduced the paranoid 
dangers of the immediate world, the infant (or addict) gains 
breathing space in which to look out of the window (assess 
objective reality).” 

Dr. Glover is extremely critical of much psycho-analytical 
thinking since Freud’s death, and in particular of what he 
regards as the widespread tendency to put forward recon- 
structions of early development without the checks that 
scientific work would expect—for example, by relating these 
to observational data on infants, to such patterns of character 
formation as can be established, and to general psycho- 
biological probability. A number of papers are devoted to 
these and allied considerations. Although many psycho- 
analysts would sympathize with much of what Glover writes 
in regard to research and theory in psycho-analysis, there is 
a strong impression, made stronger perhaps as the papers are 
considered together, that he tends to undo the value of his 
criticism by dealing with some of the developments in recent 
years in a less objective manner than he is advocating as the 
analyst’s standard. Nevertheless, few psycho-analysts have 
the range of knowledge and the calibre to review psycho- 
analytic theory in the way Glover does, and this book is one 
which all students of analysis would do well to read from 


time to time. Joun D. SUTHERLAND. 


THE RELIEF OF SYMPTOMS 

The Relief of Sretome, ms Walter Modell, M.D., F.A.C.P. 

(Pp. 450+x. 56s.) hiladelphia and London: W. B. 

Saunders Company. 195 5. 
This work represents a plea for the relief of symptoms as 
an end in itself, though in no way decrying the search for 
cause and cure. The author quotes from a medical review 
the unchallenged exhortation: “Let us not in the semblance 


of progress retrogress or be catapulted back into the dark 
ages of symptomatic medicine.” This statement, in itself 
a backward step, possibly indicates a contemptuous attitude 
towards the relief of symptoms. If such an attitude is wide- 
spread in the U.S.A., then this book will fully justify itself 
as a corrective work. In Britain, where clinical teaching is 
still largely in the hands of consultants whose humanitarian 
feelings have not been dulled by purely institutional work, 
the problem is non-existent. The choice of symptoms to be 
considered is sound, and a well-balanced proportion is main- 
tained. The special dangers of cortisone as a suppressor of 
symptoms are wisely emphasized. A. H. Doutuwarte. 


HISTOPATHOLOGY 


Human Pathology. By Howard T. Karsner, M.D., LL.D. 

8th edition Pp. 960+ xxiv; illustrated. £6,) Piladelpine 

and Montreal B. Lippincott Company. London: Pitman 

Medical Publishing Co. Prd. 1955, 

As the last edition of this textbook was published in 1949, 
Dr. Karsner has found extensive revision obligatory. Indeed, 
the rapid growth of medical science has thrown many a new 
slant upon pathological concepts, and the dangerous world 
in which we now live has demanded reappraisal of the 
potentialities of -irradiation and other forms of violent 
death. Thus many sections have been recast or rewritten. 
The result is a work that can be recommended to the student 
as both an orthodox and a modern presentation of histo- 
pathology. 

The first part (382 pages) comprises 12 chapters devoted to 
general pathology ; the second part is systematic. The latter 
includes a new and able survey of the nervous system by 
Webb Haymaker, of the eye and adnexa by J. Lowell Orbi- 
son and John E. L. Keys, and of the skin by Herbert Z. 
Lund. Each chapter carries its own list of references— 
a desirable arrangement, since of necessity the treatment of 
many of the less prevalent disorders is somewhat cursory. 
Preference has been given to review articles. Illustrations 
are both plentiful and of a high standard; most are in 
black-and-white, though 14 colour plates are included. The 
price is inhibitive for the British undergraduate, but this is 
a text that will find a useful and proper place on the library 


shelves. Dorotuy S. RUSSELL. 


MODERN NUTRITION 


Modern Nutrition in Health and Disease. Edited by Michael 
G. Wohl, M.D., and Robert S. Goodhart, M.D. 55 contribu- 
tors. (Pp. 1,062; illustrated. £6 15s.) London: Herry 
Kimpton. 1955. 
This comprehensive treatise replaces Wohl’s earlier volume 
entitled Diet Therapy, and takes the form of a series of 
documented essays by 55 separate authors. The first half 
of the book consists of up-to-date summaries of our know- 
ledge of digestion, absorption, metabolism, and the role of 
individual nutrients in nutrition, with special chapters on 
electrolyte balance, antimetabolites, and dietary interrelation- 
ships. The second half deals with nutrition in disease, and 
includes practical suggestions for treating paiients as well 
as theoretical discussions on the relation of metabolic dis- 
orders to disease. Special sections are devoted to nutritional 
problems of infancy, old age, and pregnancy. 

This most valuable book should be eminently suitable alike 
for practising doctors, dietitians, and medical students. There 
is a confusing printing mistake in the headings to pp. 431- 
57 : these should read “ biochemical,” not “ biochemicals.” 


Stuart J. COWELL. 


A Manual of Anaesthetic Techniques, by W. J. Pryor, which 
has just been published by John Wright and Sons Ltd., of Bristol, 
price 27s. 6d., is intended for junior anaesthetists and house- 
surgeons. They will find in it a short though elementary account 
of anaesthetic apparatus and techniques in use to-day. However, 
a good many statements differ from generally accepted practice 
and only some of these are clearly inadvertent errors. 
beginner, therefore, in reading this book, should discuss its 
contents with his teachers. 
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POLIOMYELITIS AND SEGREGATION 
When it is known that a disease is spread by contact 
between people it is reasonable to try to break or 
limit that contact. In poliomyelitis it is agreed that 
the virus spreads from one infected person to another, 
though how wide or narrow may be the stream of 
infection through a community is still disputed. But 
certain facts are clear. Poliomyelitis is in the first 
instance a family disease, and then people inside the 
family infect people outside.’ Family infection can 
frequently be detected clinically by the occurrence of 
minor illnesses in the contacts, but when serological 
and virological studies are undertaken it becomes 
much more clear. D. M. Horstmann, R. W. 
McCollum, and A. D. Mascola’ investigated an out- 
break in rural Ohio. They reported that when 
antibodies to the infecting virus were absent (that is, 
in non-immunes) the infection rate among children 
under 15 was 100% for household contacts and 
87% for daily contacts. They also found that the 
ratio of asymptomatic to symptomatic infections was 
not higher than 7:1 and was probably nearer 3:1. 
This high incidence of clinical illness they regard as 
being due to the high dosage of virus likely in close 
family infections. They regard poliomyelitis and 
measles as being equally infectious in a family setting. 
J. P. Nolan and colleagues* report a similar investiga- 
tion into an outbreak in New Canaan originating in a 
nursery school and spreading out into the homes of 
the children. They claim that their investigations 
illustrate “the extremely invasive nature of 
poliomyelitis in a group of susceptible persons, 
regardless of age.” Both groups of investigators 
found it easier to isolate virus from contacts with 
symptoms than from those without. This finding may 
be related both to dosage and to state of immunity, 
and these factors must obviously greatly influence the 
effect of infection and may be at the root of the 
apparent conflict between those concepts that postu- 
late a narrow and a wide stream in the spread of the 
disease. The conditions of family life make heavy 
: Me McCollum, and Mascola, A. D., J. clin. Invest., 

1955, 34, 1573 
Wilmer, B. H., and Melnick, J. L., New Engl. J. Med., 1955, 
* Paul, J. R.. in Poliompelitis, 1955, W.H.O0., Geneva. 


* Ranks, H. Stanley, Lancet, 1954, 1, 464. 
* Wehrle, P. F., Pediatrics, 1956, 17, 237. 
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infection almost unavoidable, whereas, beyond the 
family, infection becomes less concentrated and a 
variety of immunity patterns obscures its path. And 
yet, in circumstances favouring its spread, as in the 
outbreak in 1951 in Tahiti and the neighbouring 
islands,’ poliomyelitis may still sweep through a 
community as fast as or even faster than measles. 

The family is an infected unit, and when a clinical 
case is diagnosed every family contact should be 
regarded as infected and infectious. What can be 
done ? The patient is usually sent to hospital, especi- 
ally when the facilities of modern isolation technique 
are available. But there are arguments against doing 
so, and they were set out by Dr. E.G. Brewis at p. 1539 
of the Journal last week. H. S. Banks’ drew attention 
to the danger of nursing cases of poliomyelitis in open 
general wards containing infants and young children, 
and many physicians in charge of poliomyelitis units 
have probably had admitted to their care patients in- 
fected in open wards. The main danger is probably 
from unrecognized non-paralytic cases, and in the 
poliomyelitis season all cases of unexplained lympho- 
cytic meningitis should be isolated. Those who claim 
that such precautions are excessive should be prepared 
to support their claim by virological and serological 
studies, for in no other way is it possible to show 
that infection has not been spread; the absence of 
clinical manifestations is not enough. P. F. Wehrle* 
has indeed partly studied this problem by serological 
study of nurses in the Baltimore city hospitals where 
acute cases of poliomyelitis are nursed. About 20 
nurses were presumably susceptible, but none showed 
any change in their antibody titration during the 
poliomyelitis season; virological studies were not 
included. These results do no more than confirm 
what is already known, that clinical infection with 
poliomyelitis is rare among nurses in poliomyelitis 
units. The importance of the study is perhaps that 
it indicates how, when laboratory facilities are 
available, the problem of the isolation of poliomyelitis 
cases might best be studied. For the time being it 
would be unwise to exaggerate the dangers, but 
foolish to neglect them. 

With regard to the contacts at home, common 
sense must largely be the guide. 50% of cases cease 
to excrete the virus after three weeks, and that is a 
reasonable period in which to continue precautions. 
Children must be kept from school, but some attempt 
must also be made to avoid contact with playmates ; 
it is easy to advocate “ house and garden” quaran- 
tine, but so often the street is the only garden. If 
the idea can be explained to parents, and so 
indirectly to neighbours, that infection comes from 
the intimate contact of home life and street games, 
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and not enleaite through the air, then much of 
the difficulty may be overcome. Instruction in 
personal hygiene, mainly the need for clean hands, 
is worth giving to the family, and parents may be 
advised to try to prevent their children from indulging 
in violent exercise, if that is possible, and certainly 
to put them to bed if they ail even slightly. To offset 
the irksomeness of these restrictions, it is usually 
possible to assure the parents that another paralytic 
case in the family is most unlikely, and that the other 
children in the family have already had their polio- 
myelitis. With regard to adults, it is seldom neces- 
sary, except in the case of teachers and possibly food 
handlers, to intesfere with their work. 


STRESS AND CORTICOTROPHIN 


One of the mystifying problems of experimental 
endocrinology is the manner in which adrenocortico- 
trophic hormone (A.C.T.H.) is released from the 
pituitary in response to stress. The rapidity of this 
response is remarkable, for a stimulus arising in the 
periphery can cause secretion of A.C.T.H. ina matter 
of seconds. Much experimental work on this subject 
has been done, and has been brilliantly reviewed by 
P. L. Munson and F. N. Briggs’ in a paper presented 
at the Laurentian Hormone -Conference in 1954. 
There are now five hypotheses to explain A.C.T.H. 
release, and all of them are open to objec. .. The 
earliest was that of C. N. H. Long,’ who postulated 
that adrenaline was secreted in response to stress, and 
that this acted on the pituitary. However, it has been 
shown’ that the “reaction time” of A.C.T.H. 
secretion after intravenous histamine is extremely 
short—10 seconds or less—and this also holds for the 
response to vasopressin, insulin, and ether. On the 
other hand, adrenaline causes a much more gradual 
depletion of adrenal ascorbic acid, which is a measure 
of A.C.T.H. activity, and it seems unlikely that 
the response to these chemical “stresses” can be 
mediated through adrenaline. Long never main- 
tained that adrenaline provoked the pituitary to 
respond to all types of stress, and in fact his group 
showed‘ that eosinopenia could still be produced in 
rats subjected to stress after removal of the adrenal 
medulla, though the response was delayed. He 
therefore modified his original theory by postulating 
two stages: an early, autonomic phase due to 
adrenaline release and a late or metabolic phase due to 
a reduction in circulating corticoids. This still fails 
to account for the rapidity of response. 

G. Sayers and M. A. Sayers* were the first to show 
that pretreatment with corticoids will inhibit the 
normal pituitary response to several types of stress. 
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Because of this they wns that a reduction in 
circulating corticoids brought about by stress might 
lead to an increased secretion of A.C.T.H. A similar 
reciprocal relationship is said to exist between 
thyroid-stimulating hormone and thyroxine, the 
level of the latter determining the ability of the pituit- 
ary to regulate secretion of its hormone. There are 
several facts in support of the Sayers’s theory—for 
example, the well-known adrenal atrophy which fol- 
lows cortisone administration and the adrenal hyper- 
trophy that follows unilateral adrenalectomy. On 
the other hand, a reduction in circulating corticoids 
implies that these substances are rapidly utilized or 
inactivated in stress, and this has not yet been shown. 
Nor has a fall in blood corticoids been observed ; 
most workers would agree that in fact a rise occurs. 
Further, Sayers and his co-workers’ have found 
that the higher A.C.T.H. secretion in patients with 
Addison’s disease does not return to normal after 
cortisone treatment, and A.C.T.H. is still secreted by 
adrenalectomized animals exposed to stress.” 

The possible role of the hypothalamus in activating 
the anterior pituitary has been studied by several 
workers, notably by G. W. Harris* in England. It 
seems more than coincidence that the pituitary lies in 
close anatomical relationship to the hypothalamus, 
and the functional relationship of this part of the 
brain and the posterior pituitary is well established. 
The hypothesis of Harris, which has been supported 
and extended by D. M. Hume* and others in the 
U.S.A., is as follows. Stimulation of the hypothalamus 
by stress results in the transmission of a nervous 
impulse to the median eminence of the tuber cinereum. 
Here a “neurohumor” is liberated into the hypo- 
physial portal system of blood vessels and is carried to 
the anterior pituitary, which it then activates. There is 
impressive evidence in favour of this view, though the 
postulated “ neurohumor ” has not yet been identified. 
Thus stimulation of certain areas in the hypothalamus, 
and particularly the median eminence, causes 
increased secretion of A.C.T.H., while destruction of 
the same areas prevents the normal pituitary response 
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to stress. Pituitary stalk section, with precautions 
to prevent revascularization as carried out by Harris, 
results in adrenal atrophy. Transplantation of the 
pituitary to sites away from the hypothalamus is also 
accompanied by adrenal atrophy, whereas these 
glands maintain their size if the pituitary is placed 
under the median eminence. _Harris’s experiments 
have been criticized on the grounds that the effects of 
hypothalamic lesions and stalk section may be due to 
interference with the pituitary blood supply rather 
than to specific interruption of a hypothalamic 
hypophysial pathway. Keller and his associates,’° 
for instance, have shown that removal of the ventral 
hypothalamus in dogs does not abolish the pituitary 
response (as measured by cosinopenia) to severe 
operative stress. However, this operation is 
technically difficult, and stress can cause eosinopenia 
in the absence of corticoids and A.C.T.H. Neverthe- 
less, ocular transplants of the pituitary will respond 
to local adrenaline’’ and histamine and to certain 
types of systemic stress. Hume believes that this 
phenomenon could be explained by increased sensi- 
tivity of a pituitary no longer subject to the inhibitory 
effect of corticoids. Long has pointed out’ that 
Harris’s hypothesis would require several different 
hypothalamic-hypophysial mechanisms to account 
for secretion of six or more different pituitary 
hormones. 


It seems clear that the type of stress appears to 
influence the manner in which the pituitary is 
activated. C. Fortier’® has put forward a theory of 
dual control of A.C.T.H. secretion to explain this. 
He believes that emotional (neurotropic) stress requires 
an intact hypothalamic-hypophysial pathway, while 
systemic stresses such as the administration of 
adrenaline and the carrying out of laparotomy can act 
by direct stimulation of the pituitary or through some 
systemic agent. This is not altogether satisfactory, 
however, because the pituitary response to both 
adrenaline and surgical trauma can be blocked by 
hypothalamic lesions’* and morphine.’ Strong 
evidence for participation of the hypothalamus in 
A.C.T.H. secretion has recently come from another 
direction. Extracts of posterior hypothalamus are 
capable of stimulating the production of A.C.T.H. 
both in the experimental animal’* and in vitro’* ; the 
active material appears to be a lipid or lipoprotein. 
The main problem now must be to determine the 
nature of this “neurohumor,” which need not 
necessarily be identical with the humoral agent that 
sets off the response to stress. None of the known 
transmitters—adrenaline, noradrenaline, acetylcholine, 
or histamine—appears to be responsible. Pitressin 
has been implicated by a number of workers’’ ; and 
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serotonin (5-hydroxytryptamine), which is present in 
higher concentration in the hypothalamus than in any 
other part of the brain, is under investigation. 


MOLECULAR SHAPE AND ANALGESIA 
Morphine is still pre-eminent because its direct action 
on the brain not only frees the subject from pain but 
induces calm and wellbeing. Unfortunately it also 
depresses breathing, may produce a drug addiction, is 
constipating, and sometimes induces vomiting. Like the 
majority of drugs, it has a multiplicity of effects, some 
good, some bad. This is always a challenge to the 
organic chemist, who will try, by modifying and simpli- 
fying the drug’s chemical structure, to obtain new 
products with fewer actions, emphasizing this or that 
beneficial effect, minimizing one or more of the harmful 
ones. At the same time he hopes to find something 
which can be cheaply made by the chemical industry 
in crystalline purity, without recourse to plant or animal 
extracts and the complications of biological assay. Two 
principles underlie such chemistry. 

The morphine molecule, a complicated assembly of 
more than 40 atoms of carbon, hydrogen, oxygen, and 
nitrogen, has a simple inner order. The atoms are 
bound together in small groups of recognizably distinct 
character (such as -OH, = N.CH,, and so on), and from 
these groups is constructed the ordered molecule. Each 
group occurs also in many different substances through- 
out the whole of organic chemistry, always having much 
the same special chemical and physical properties by 
which in fact it is recognized, no matter in what 
particular molecular setting it finds itself. Some of the 
groups are chemically rather inert. They tend to be on 
the large size, and are principally straight rods or chains 
of carbon atoms, or rings of such atoms, especially the 
six-atom hexagonal ring or benzene ring. Other groups 
are smaller and chemically active. They will join 
together if brought near enough in the right circum- 
stances, or in some cases will repel each other. 

In the assembly of a molecule the large inert rings and 
chains have a kind of skeletal function, and carry the 
small active groups attached here and there, so that they 
are dispersed on a fixed frame. The kind of frame 
decides some of the general characteristics of the 
substance ; the individual active attachments decide the 
detailed pharmacological effects ; and the pattern of the 
active groups in space decides the general pharmacolo- 
gical effect. The chemist removes or replaces individual 
groups without affecting the basic framework, and he 
may also obtain similar spatial patterns of active groups 
by building up on different basic frames. It is rather 
like some wooden constructional toy where the same set 
of parts plugged together in different ways may make 
an aeroplane or an engine, a crane or a house. In fact 
chemists often make scale models of the molecules of 
substances which interest them to get a clearer idea of 
their shape in space and of the interrelationship of their 
active groups, using wooden spheres and pegs and 
hexagons. 
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A stupendous amount of chemical work has been 
done with morphine to establish its structure and to 
determine the pharmacological effects of this or that 
change of group.' The basic frame is a phenanthrene 
ring—that is, three hexagons fused together, not in a 
straight line but in V formation, to make a flat plate. 
Across the mouth of the V stretches an oxygen atom, 
—O-, and the middle hexagon of the three, at the apex 
of the V, has a small plate attached across it at right 
angles to the plane of the main body and to its long 
axis. This plate contains a nitrogen atom, the only one 
in morphine, and is called a piperidine ring. At the 
extremity of each arm of the V projects an OH group, 
one being a weakly acidic or phenolic OH like that of 
tyrosine and carbolic acid, the other having the 
properties of an alcohol. 

The two OH groups are active groups on the frame. 
Cover up the phenolic one and morphine becomes 
codeine, with only a tenth of the analgesic power. 
Instead, cover up the alcoholic OH and a drug appears 
perhaps four times more powerful than morphine. Cover 
up both OH groups at once and the result is heroin, or 
diacetylmorphine. Hundreds of variants of the active 
groups have been tried, including changes of the nitro- 
gen and oxygen atoms as well. 

By accident some variants of the basic frame have 
also been found. Pethidine is much simpler; no 
phenanthrene (fused-hexagon) rings, no OH groups, but 
essentially just a piperidine ring loosely attached to a 
single hexagon. Methadone has only the remains of a 
piperidine ring, with two hexagons, and a ketone, all 
loosely and separately attached to a single carbon atom. 
Then there are the hexamethyleneimines and the 
dithienylbutenylamines—all different kinds of skeleton 
key which seem to turn the lock on pain. The problem 
now is that almost nothing is known about the kind of 
lock to be turned. Organic chemists have gone about as 
far as they can and need help from neurologist, physio- 
logist, and biochemist in elucidating the action of 
morphine on the cerebral cells. 


STUDY OF DENTAL CARIES 
The value of statistical surveys endeavouring to corre- 
late the diet and habits of schoolchildren with the 
degree of dental caries present has long been recognized. 
Valuable results have been obtained, particularly in 
Scandinavia, and it is regrettable that more work has 
not been done in Britain. A recent report* on a survey 
in Ireland, though mainly negative in its conclusions, 
brings out several interesting points. This investiga- 
tion was undertaken to see if any significant differences 
in the dental condition among schoolchildren living in 
different areas of Ireland could be found and whether 
such differences, if found, could be related to dietary 
intake or other factors. The main conclusions reached 
were that the incidence of dental caries among school- 
children was extremely high and that conservative treat- 
ment to save the teeth was negligible. There was no 
significant difference in the amount of dental caries in 


2 Dent ies in Ireland, Report on the Dental Caries Survey from the 
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children from different areas of the country, and only 
a slight difference appeared in the dental condition of 
children living in congested districts, with a simple and 
plain dietary, compared to those from country and 
other districts. It proved impossible to associate the 
incidence of dental caries with the intake of any particu- 
lar foods in different areas. The degree of sufficiency 
of vitamin D from cod-liver oil or other sources as a 
factor in the incidence of caries was not significant 
when age variation was taken into account. This is of 
considerable interest, particularly as a significant differ- 
ence was found between children who were breast-fed 
for less than three months and children breast-fed for 
three months or more. The variation of dental condi- 
tion within families was much smaller than that between 
families, though the factors causing this difference could 
not be identified. 

Many questions remain unanswered, and it is clear, 
as it has been for some time, that much further work 
should be done along these lines. Money spent on field 
research of this nature would be a fraction of that 
devoted to the purely reparative treatment of children’s 
teeth. While we are still working largely in the dark 
on the precise role that diet and social conditions play 
in the causation of the disease, the bill for repairs con- 
tinues to mount. 


THYMIC ORIGIN OF HODGKIN’S DISEASE 


Pathologists have always found it difficult to decide what 
to call Hodgkin's disease. When its complicated histo- 
logical structure was first revealed by the microscope it 
seemed to belong to the group of lesions known as 
infective granulomata, but all attempts to discover an 
infective agent have failed and its aetiology has remained 
obscure. More recently most pathologists have inclined 
to the view that Hodgkin’s disease must be a malignant 
growth of the sarcoma type, derived from a primitive 
reticulum cell, which in the course of its development 
differentiates into the mixed collection of cells which 
compose typical Hodgkin tissue. 

Fresh interest in this much debated question was 
aroused last year by A. D. Thomson.’ He postulated 
that Hodgkin's disease has its origin in the thymus 
gland and that it is actually a tumour of this organ in 
which all the different cellular elements of the thymus 
(Hassall’s corpuscles, lymphocytes, eosinophils, fibro- 
cytes, etc.) become incorporated in varying degree to 
give the histological structure of Hodgkin’s disease. This 
interesting hypothesis was not completely new, for it had 
already been reported that Hodgkin's disease might arise 
from the tissues of the thymus gland, and Symmers in a 
classical paper had listed it as one type of thymic 
tumour.? However, great credit is due to Thomson and 
his colleagues at the Middlesex Hospital for the evidence 
they have collected and the skill and restraint with which 
they have presented their case. 

A general discussion on the possible significance of 
the thymic origin of Hodgkin's disease was staged 
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recently by the Section of Radiology of the Royal 
Society of Medicine, Thomson himself being the first 
speaker." He gave details of five cases of Hodgkin's 
disease personally investigated in all of which a tumour 
was found in the thymus gland. In the first case a 
small tumour was discovered in a thymus removed 
at operation, a tumour with the histological picture 
of Hodgkin's disease but apparently confined to the 
mediastinum. The second case was an example of 
Hodgkin's disease originating in the thymus but meta- 
stasizing to the mediastinal and cervical lymph nodes. 
The other three cases were all of a more advanced 
character, but all five had this in common—that the 
Hodgkin's disease appeared to have arisen in the thymus 
gland. 

No doubt Thomson is right in saying that in the past 
cases regarded as generalized Hodgkin's disease may 
have been metastatic lesions from an undetected tumour 
of the thymus or from ectopic thymic tissues, but 
pathologists will require much convincing that all cases 
of Hodgkin's disease arise from the thymus. The site 
of origin is not by any means an academic question only, 
because the acceptance of the thymic theory would open 
up new possibilities of treatment, especially in the early 
stages of the disease, either by surgery or by radiology. 
However, it would be unreasonable to expect much 
from this, because it is well known that in more than 
half of all cases Hodgkin's disease is already generalized 
throughout the body by the time the patient first 
presents himself for treatment. 


TREATMENT OF CONSTIPATION 


Constipation, real or imagined, is one of the most com- 
mon complaints of mankind. It occurs at all ages from 
the cradle to the grave and it afflicts the primitive and the 
civilized, the poor and the rich, the vegetarian and the 
meat eater. It is small wonder that cathartics are perhaps 
the most commonly used of all drugs and that their 
manufacture and sale are a highly profitable undertaking. 
There is some justification for asking whether the medi- 
cal profession pays enough attention to the use of cath- 
artics. The importance of treatment by other methods 
than the use of drugs is commonly and correctly empha- 
sized by family doctors, but often in hospital the ward 
sister is looked upon as the custodian of the bowels, and 
she in desperation sometimes delegates this important 
function to the staff nurse. In their homes many patients 
are tacitly encouraged to doctor their own bowels or ad- 
vised simply to take a little of their “ usual” medicine 
when the need arises. Some idea of the extent to which 
mothers dose their children with laxatives is given by 
Dr. J. J. A. Reid in a paper appearing at p. 25. About 
half the children regularly given laxatives took them in 
the form of syrups containing liquid extracts of senna, 
and over 30% took saline aperients; 8% were given 
preparations of phenolphthalein, sometimes incorpor- 
ated in chocolate or chewing-gum. 

Apart from acquiring skill in the use of well-tried 
laxatives when these are indicated, it is the duty of the 
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profession to discourage the use of harmful preparations 
and to search for and examine the claims of new and 
better cathartics. Few will mourn the virtual departure 
of croton oil or calomel, and we would do well to con- 
sider whether the long-continued use of some of the 
more popular drugs such as phenolphthalein and liquid 
paraffin is quite as safe as is generally believed. The 
former is a common and often unsuspected constituent 
of elegant laxative preparations, and the latter has been 
incriminated as a cause of lipid pneumonia and as an 
obstacle to the absorption of fat-soluble substances such 
as carotene and to the healing of wounds,' quite apart 
from its more obviously unpleasant characteristics. 
It should seldom if ever be necessary for children to 
take laxatives regularly, but when an aperient is re- 
quired the advantages claimed for some of the newer 
preparations are worth bearing in mind. Senna, for 
instance, is now available in a biologically standard- 
ized form, which is an advance on an infusion made with 
senna pods, though the griping pain which senna induces 
in some patients is still a disadvantage. Bulk laxa- 
tives do not irritate the bowel and are useful when for 
one reason or another the patient's diet is limited. One of 
the more interesting of the newer substances used as a laxa- 
tive is the wetting agent dioctyl sodium sulphosuccinate, 
described by J. L. Wilson and D. G. Dickinson.* These 
authors have used the drug in hundreds of patients over 
a period of ten years, and suggest that it has the simple 
physical property of allowing water or mineral oil to 
penetrate a hard faecal mass. They gave doses of up to 
2 mg. per kg. of body weight, using a 1% aqueous solu- 
tion mixed in milk or fruit juice. Much larger single 
doses were apparently harmless, and long-continued 
treatment of laboratory animals was also innocuous. 
Wilson and Dickinson claim excellent results in patients 
with impacted faeces, infants with anal fissures, and bed- 
ridden adults. Further reports of the use of this sub- 
stance will be awaited with interest. 


DIABETES AND ISCHAEMIC HEART DISEASE 


At present more than two-thirds of the deaths among 
diabetics are caused by atherosclerosis, and in 70% of 
cases ischaemic heart disease is responsible.* Moreover, 
two out of every five diabetics have clinical or electro- 
cardiographic evidence of coronary ischaemia, and a 
quarter of these are under 40 years of age. The inci- 
dence of severe coronary sclerosis among diabetics 
coming to necropsy is approximately three times the 
figure for the general population. The frequency of 
angina is at first sight surprisingly low, until it is realized 
that more than half the diabetics who develop angina 
are dead within a year. Finally, the chances of survival 
after a myocardial infarct are two to three times worse 
than in a control group. No less than 60% of diabetics 
die within sixty days of the acute episode, only 16% are 
alive at the end of five years, and scarcely one survives 
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longer than ten years. These are some of the depressing 
facts reviewed in a recent report from the Joslin Clinic 
by R. F. Bradley and J. W. Bryfogle,* and they empha- 
size once again the seriousness of ischaemic heart disease 
to diabetics. It is not only commoner but is also more 
dangerous than in the rest of the population, and, while 
the prognosis among the latter steadily improves, the 
diabetic remains an extremely “ poor risk” as far as his 
coronary arteries are concerned. 

The reasons for this are unknown, but there are some 
observations which require further elucidation. While 
ischaemic heart disease normally affects men two to four 
times as frequently as women, the sexes are almost 
equally attacked among diabetics. This is not due 
merely to the higher incidence of diabetes among 
women. Furthermore, the presence of complications 
such as obesity, hypertension, and cardiac failure does not 
explain the high mortality rate among women ; it seems 
that the diabetic process itself plays some part. On the 
other hand, there is no reason to believe that athero- 
sclerosis in diabetics differs from that in non-diabetics. 
R. W. R. Baker and colleagues® have recently found an 
increase in the ratio of 8 to @ lipoproteins in diabetics 
with and without atherosclerosis, comparable to that 
occurring in patients with ischaemic heart disease. 
Changes were present even in the group below the age 
of 30, and in them poor control appeared to be a factor ; 
in the older age groups obesity was associated with a rise 
in the 8 lipoproteins. Most authorities would agree that 
neither duration nor severity of the diabetes is pri- 
marily responsible for ischaemic changes, and infarction 
can only occasionally be related to an attack of ketosis 
or hypoglycaemia. It is unlikely that even the best 
control of diabetes or the drastic treatment of obesity 
will reverse the changes of atherosclerosis once these 
have developed. What is needed is early and aggressive 
treatment and thorough investigation of young diabetics, 
especially females, to try to determine the factors that 
initiate atherosclerosis. 


THRUSH NAPKIN RASH 


The occurrence of a napkin rash is still generally 
regarded as an indication of maternal neglect despite 
the fact that severe rashes may develop even when the 
standard of care is high. A rash extending widely over 
the napkin area is often caused by ammoniacal decom- 
position of the urine, while redness and excoriation con- 
fined to the buttocks is more likely to result from irrita- 
tion by loose stools. The usual treatment is to remove 
the cause by frequent changes of napkin and to allay 
the inflammation with a soothing preparation such as 
zinc-and-castor-oil cream. But such measures often 
prove disappointing, and one reason for their failure may 
be that the rash is due to thrush, which.can be recog- 
nized by the characteristic dull-red desquamating lesion, 
surrounded by a white border of macerated epithelium. 
Dr. J. P. Bound’ was able to culture Candida albicans 
from 39 of 47 such lesions and to show a causal rela- 
tionship by failure to culture the fungus from other 
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types of napkin rash or from the buttocks of healthy 
babies. The possibility of thrush should be considered 
whenever the distinctive rash is seen and also when 
flexural intertrigo or seborrhoeic dermatitis affects the 
napkin area, for both these conditions predispose to in- 
fection by C. albicans. If thrush is suspected, scrapings 
from the skin lesion should be cleared of debris 
by heating gently in 10% potassium hydroxide and 
examined under the microscope without staining, when 
the yeast-like cells and branching mycelium may easily 
be seen. To establish the diagnosis beyond doubt, how- 
ever, the fungus must be identified as C. albicans by its 
cultural characteristics. 

Thrush vaginitis is probably more common among the 
mothers of young babies than is generally recognized,’ 
and it is an important factor in the aetiology of thrush 
napkin rash as well as of oral thrush; the infection is 
usually transmitted by the mother’s hands in the post- 
natal period rather than by direct contamination during 
birth. Bound’s data show that thrush vaginitis is more 
often present in mothers of infants who develop thrush 
napkin rash than in mothers of healthy infants, the inci- 
dence being 27% and 6% respectively. A close relation- 
ship has also been reported between oral thrush and 
maternal thrush vaginitis*® ; oral thrush occurred in 6 of 
13 infants whose mothers had C. albicans in the vagina 
(46%) and in only 5 of 44 whose mothers had negative 
vaginal swabs (11%). Nevertheless oral thrush need 
not be present before making a diagnosis of thrush 
napkin rash, for it was found in less than one-third of 
Bound’s cases and in only 2 of A. Holzel’s 11 cases of 
thrush of the napkin area.* 

In recent years there has been an increasing number 
of reports of more severe thrush infections, such as 
endocarditis, meningitis, and septicaemia. This apparent 
increase in systemic moniliasis has been attributed to 
the increasing use of antibiotics, but although C. albicans 
does proliferate in the gastro-intestinal tract during anti- 
biotic therapy it is difficult to prove that this causes 
systemic disease. Bound found no association between 
thrush napkin rash and the previous administration of 
antibiotics, although he considered that very occasion- 
ally the development of thrush might be precipitated 
by the use of a broad-spectrum antibiotic. 

Severe moniliasis may be treated by the new aniti- 
biotic nystatin—the subject of two recent papers® * 
in this Journal—as well as by the synthetic diamidine 
compounds, but these potent remedies will not usually 
be required in thrush napkin rash. The customary 
treatment with 1% aqueous solution of gentian violet is 
usually enough, but staining of the skin and clothing 
makes it unpopular with mothers. Bound recommends 
the application of 0.1% aqueous solution of merthiolate 
followed by a protective paste of titanium dioxide each 
time the napkin is changed, and he achieved satisfactory 
healing in an average time of two weeks with this simple 
treatment. 
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1230. 

Kors ye" N. A., Sage, D. N., and Spaulding, E. H., Amer. J. Dis. Child., 
1 67, 450. 

* Holzel, A., Arch. Dis. Childh., 1953, 28, 412. 

5 Stewart, G. _ x British Medical Journal, 1956, 1, 658. 

* Childs, A. J. ibid., 1956, 1, 660. 
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ABBREVIATED TITLES FOR 
SEROLOGICAL PRODUCTS 

BY 
W. L. M. PERRY, M.D. 
AND 


H. J. PARISH, M.D. 


Members of the Serological Products Committee of the 
British Pharmacopoeia Commission 


Increasing emphasis is being placed on the availability 
of immunization and serotherapy records which should 
be accurate, brief, legible, and easily understood. While 
different manufacturers and doctors devise their own 
capital abbreviations or symbols for proper names or 
trade names, difficulties often arise if patients change 
their doctors in any one country, and the trouble is 
likely to be even worse if they move to another coun- 
try. These difficulties have already been the subject of 
comment in the medical press. 

As the number of preparations with lengthy titles— 
for example, some of the varieties of combined 
prophylactics—is increasing every year, it would be very 
desirable to agree either nationally, or preferably inter- 
nationally, on abbreviations for such biological pro- 
ducts. It is of considerable importance that the number 
of such abbreviations should be kept within bounds, and 
that a doctor should be able to identify correctly the 
materials mentioned in any records presented to him. 


Fxamples of Confusion 


This is far from the case at present, and there is evidence 
that symbols, both official and unofficial, have in practice 
given rise to confusion. Examples are as follows: 

(a) A.T.T. may mean tetanus antitoxin (A.T.S.) or tetanus 
toxoid (T.T.). 

(6) A.D.S., D.A.T., A.T.D., C.D.A., and R.D.A. have all 
been used for diphtheria antitoxin. The C in C.D.A. stands 
for “ concentrated" and the R in R.D.A. for “ refined.” 

(c) T.A.B.C. usually indicates typhoid and paratyphoid 
A, B, and C vaccine, but some doctors use it for T.A.B. plus 
cholera vaccine. The Ministry of Health in this country 
issued a directive many years ago that “cholera” was 
always to be written in full in a vaccine title, but this ruling 
may not be generally known. T.A.B.T. is the usual abbre- 
viation for T.A.B. vaccine and tetanus toxoid, but this 
combined prophylactic has sometimes been recorded as 
T.A.B.T.T. In some countries the final T of T.A.B.T.T. 
might be thought to imply typhus vaccine. 

(d) D.T.P. indicates diphtheria-tetanus-pertussis prophyl- 
actic in some parts of the world, whereas in Great Britain 
it might be interpreted as diphtheria-tetanus prophylactic. 
This particular confusion is unfortunate, as it is important 
to know whether a young child has been protected against 
pertussis. Recently, yet another combination of letters— 
namely, C.D.T. (combined diphtheria and tetanus toxoids)}— 
has been employed for diphtheria-tetanus prophylactic in 
Australia. Furthermore, W.D.P. and D.P.P. both stand for 
diphtheria-pertussis prophylactic in Great Britain. 

(e) The French T.A.B.T.D.R. is a mixture of T.A.B. 
vaccine, tetanus and diphtheria toxoids, and typhus rickett- 
siae. Probably few people in other countries would identify 
the product correctly. 

These few examples serve, we hope, to illustrate the con- 
fusion. Perhaps, as a last word, we may point out that the 
letter P, which often occurs in the abbreviations in current 
use, stands from time to time for purified, pertussis, pre- 
cipitated, phosphate, or prophylactic. 


ABBREVIATED TITLES FOR SEROLOGICAL PRODUCTS 


Agreed Abbreviations 


Confusion can only be avoided by the agreed adoption of 
a logical scheme of abbreviations. Such a scheme would 
require the approval, in any one country, of the controlling 
authorities, both legislative and pharmacopoeial. Thus, in 
Britain, official abbreviations would require approval under 
the Therapeutic Substances Act, and such approval could 
be endorsed by inclusion of the abbreviated titles in the 
appropriate monographs of the British Pharmacopoeia. 

Obviously national agreement could be secured more 
easily than international agreement, the latter being, equally 
obviously, the final aim. Consequently, any scheme pro- 
posed for national use should as far as possible be designed 
in such a way—for example, by the abbreviation of Latin 
rather than English titles—that it can be readily adapted to 
international needs. 

With these considerations in mind the Serological Pro- 
ducts Committee of the British Pharmacopoeia Commission 
has been discussing the whole problem. No final proposals 
have yet been put forward by the Committee, and the sug- 
gested outline that we give below represents our own ideas. 
Nevertheless, the Committee felt that a useful purpose 
would be served by asking for comments on these pre- 
liminary and tentative proposals before any official action 
was taken, and has approved the publication of this note. 


Outline of Proposed Scheme 


The basic scheme which we suggest consists of two parts, 
each abbreviation comprising (1) a shortened version of 
the name of the disease or organism associated with the 
material administered, and (2) a shortened version of the 
name of the type of product concerned. In some cases a 
third part may have to be added in order to identify a par- 
ticular variety of the type of product. 


Names of Diseases or Organisms 


The first general principle is that, where only one disease 
or organism is mentioned, three letters (usually the first 
three) are used. Wherever possible the Latinized title is 
abbreviated. Should confusion appear likely as a result of 
this general method of abbreviation, the full name is used. 
The following is a list exemplifying the system: 


Cho = Cholera | Rab = Rabies 

Dip = Diphtheria | Sea = Scarlatina®™ 

Gas = Gas gangrene (oedematiens - Sta = Staphylococcus 
septicum + welchii) Tet = Tetanus 

Oed = Gas gangrene (oedematiens) Tub Tuberculosis 

Sep = ,, (septicum) Typhoid Typhoid 

Wel = ,, » _ (welchii or perfrigens) Typhus = Typhus 

Lep = Leptospirosis ‘ Var = Variola (smallpox) 

Per = Pertussis (whooping-cough) | Yel = Yellow-fever 


Pol = Poliomyelitis 

The second general principle is that, where more than one 
disease appears in the title, capital letters only are used as 
abbreviations for the names of the diseases and organisms. 
This is necessary in order to avoid overlong abbreviations, 
and, in our view, can be accomplished without confusion 
within the framework of this general scheme. Examples of 
such combined preparations and their abbreviated titles are 
given below. 

=Typhoid, id A, id B. 


TABT - Typhoid, paratyphoid A, paratyphoid B, and tetanus toxoid. 
DTP -=Diphtheria, tetanus, and pertussis. 
N.B.—Unless the use of a single letter (capital abbreviation) for each disease 
been “ recognized” for inclusion in the name of a given combined 
Preparation, the first three letters of the disease should be employed, as, for 
a designating typhoid, paratyphoid A and B, and cholera vaccine 


Type of Product 

The abbreviation of the name of the disease or organism 
is followed by a diagonal line, after which appears the abbre- 
viation for the type of product. The scheme envisages the 
use of two principal types of product—namely, prophylactics, 
for which the general abbreviation Vac is suggested, and 
therapeutic antisera, for which the general abbreviation Ser 
is suggested. In a few cases the abbreviation Vac will be 


JuLy 7, 1956 ABBREVIATED TITLES FOR 


- 
SEROLOGICAL PRODUCTS 39 


replaced by Tox, where both a vaccine and a toxoid are 
commonly available. The following examples show how 
certain well-known products would be abbreviated accord- 
ing to this scheme. 


Cho Vac = Cholera vaccine 

Dip Ser = Diphtheria antitoxin 

DP Vac = Diphtheria-pertussis prophylactic 

DTP Vac Diphtheria-tetanus-pertussis prophylactic 
Sep Ser Gas gangrene (sep:icum) antitoxin 

Wel Ser ve (welchii) 

Gas Ser Mixed gas gangrene antitoxin 

Sca Vac Scarlet fever prophylactic 

Var Vac Smallpox vaccine 

Sta Tox Staphylococcus toxoid 

TABC Vac Typhoid, paratyphoid A, B, and C vaccine 
TABCho Vac T.A.B. and cholera vaccine 

TABT Vac T.A.B. vaccine and tetanus toxoid 

Tet Ser Tetanus antitoxin 

Tet Vac e toxoid 


Varieties of Type of Product 

Where there are a number of distinct varieties of one type 
of product and it is desirable to distinguish between them, 
the two-part abbreviation just described is followed by 
another diagonal line, after which is written an approved 
abbreviation for the particular variety of product con- 
cerned. This should not be a frequent problem and is of 
major importance only in the case of the diphtheria 
prophylactics. The following examples serve to illustrate 
how the scheme would work. 


Dip Vac FT = Diphtheria prophylactic formol toxoid 

Dip Vac APT os % alum precipitated toxoid 

Dip Vac/PTAP - purified toxoid aluminium 
phosphate 

Dip Vac/TAF = Diphtheria prophylactic toxoid antitoxin floccules 

Tub Vac BCG =B.C.G. vaccine A ai 


It should be noted that it is only in these varieties of 
product—namely, in the third part of the abbreviation—that 
departures from the general principles that we have enun- 
ciated creep in because of well-established usage. Thus, 
P is used in Dip/Vac/PTAP both for “ purified” and 
for “phosphate.” If, however, each of these third-part 
abbreviations requires individual approval, no real difficulty 
should arise. 

We should be extremely glad to have comments on these 
proposals. 


We should like to acknowledge cur debt to all the members 
of the Serological Products Committee of the British Pharma- 
copoeia Commission, and especially to Professor C. L. Oakley, 
for helpful criticism. We would also like to thank Mr. A. T. 
Glenny, F.R.S., who has given us detailed comments on many of 
our suggestions. 


RADIATION PROTECTION AND 
RADIOSENSITIZERS 


CAMBRIDGE MEETING OF FACULTY 
OF RADIOLOGISTS 


[From A SPECIAL CORRESPONDENT] 


Methods of modifying the effects of ionizing radiations on 
living tissues were until recently of concern only to radio- 
therapists. But now the increasing use of x rays and radio- 
active substances in science and industry, the not too distant 
prospect of the widespread use of atomic sources of power, 
and the threat of atomic warfare have combined to make 
the subject of profound interest to the whole population. It 
was timely, therefore, that the Faculty of Radiologists should 
discuss this question at their annual meeting at Cambridge, 
held on June 29 and 30. 


Radiation Sickness and the Adaptation Syndrome 

Professor Z. M. Baca, professor of pharmacology at Liége 
University, opened the discussion by examining the relation- 
ship between radiation sickness and the adaptation syndrome. 
In irradiated animals it was usual, he said, to find changes 
in the amount of cholesterol and ascorbic acid in the 
suprarenals. Rats subjected to a dose of 800r usually showed 
a marked fall in the cholesterol content over the first one 
or two hours, with a return to normal in 24 hours. There 
then occurred a second fall, continuing until the death of 
the animals on the fifth to ninth days. If the protective 


agent cysteamine was injected immediately before irradia- 
tion the same drop in the cholesterol occurred at two hours, 
with recovery in 24 hours, but there was no second drop on 
the third or fourth days and the animals did not die. The 
ascorbic acid content followed a similar pattern in the 
unprotected animal, but again the second delayed fall did 
not occur if cysteamine had been previously administered. 
Cysteamine affected the ascorbic acid content of the tissues 
during the first few hours after its injection, and it was there- 
fore impossible to tell if the early fall following irradiation 
was modified in any way. 

Morphine, Professor Bacq continued, protected against ° 
stress by disconnecting the hypothalamic nerve centres from 
the pituitary gland and preventing exhaustion of the supra- 
renals. If morphine was given before irradiation the early 
fall in the cholesterol content of the suprarenals did not 
occur, but the late effects were not prevented. It seemed, 
therefore, that the initial suprarenal response was unrelated 
to the fate of the animal. 

Hypophysectomized animals could not be used in this 
type of investigation. They were extremely sensitive to the 
effects of irradiation, and they reacted in a very variable 
fashion. But if after hypophysectomy the hypophysis was 
grafted into the anterior chamber of the eye the animals 
reacted to stress differently, there being no nerve connexions 
to the anterior pituitary. The suprarenal content of both 
ascorbic acid and cholesterol fell to about half the nor- 
mal, but after irradiation with 800 r there was no early 
fall in either substance, and the cholesterol content rose 
after four or five days. The haematological effects, how- 
ever, were those of normal animals. In similar experiments 
with newborn animals the reaction paralleled that in the 
hypophysectomized and transplanted animal. The protection 
afforded by cysteamine could not be accounted for by 
neutralization of the neurohypophysial reaction, said Profes- 
sor Bacq. The explanation must lie in the very early stages 
of the irradiation reaction, as injection of the cysteamine, 
even ten to twenty seconds after the irradiation, would not 
protect the animal. The protection it gave was probably due 
to its oxygen effect or to combination with free radicals. 


Protection by Haemopoietic Tissue 

Dr. J. F. Lovurtt, director of the Medical Research 
Council's radiobiologicai research unit at Harwell, said he 
had no practical knowiedge of protection by means of sub- 
stances given before irradiation. The work in which he was 
particularly interested followed on from that of Jacobson 
and his colleagues. These workers had shown that intraperi- 
toneal transplantation of a normal mouse spleen into the 
abdomen of an irradiated animal modified the radiation 
reaction and allowed the mouse to survive from what would 
otherwise have been a lethal dose of irradiation. They 
believed that the spleen must contain some humoral agent 
which allowed this modification to occur. It had since been 
shown that infant spleen was more effective, and protection 
could be afforded by any normal haemopoietic tissue, in- 
cluding foetal liver. A dose of 700-800 r was usually fatal 
in mice, but injections of marrow extract after 1,200 r would 
convert the normal 100% fatality rate to 100%, survival. 
Bone marrows of unprotected animals showed no active 
material when examined after death, but animals protected 
with infantile spleen or bone marrow showed marrow re- 
generation by the third day after a dose of 1,000 r. By the 
fifth day the marrow showed the presence of all normal 
elements, and was more than half full of regenerating ele- 
ments. There did not appear to be a direct relationship 
between the amount of the spleen given and the degree of 
protection, but there was a definite threshold phenomenon. 
After 950 r whole-body irradiation adequate protection was 
given by quantities of splenic emulsion varying between the 
equivalent of four spleens and one-tenth of a spleen. Below 
the equivalent of one-tenth of a spleen there was much less 
protection. 

The protection afforded by this method could be due 
either to chemical stimulation of the marrow or to coloniza- 
tion of the irradiated bone marrow by the injected material. 
In fact it had proved impossible to prepare active extracts of 
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spleen, but success had followed injections of splenic sus- 
pensions. The active agent had proved extremely thermo- 
labile. Storage for one hour at room temperature totally 
inactivated it, but storage at liquid-air temperature in the 
presence of glycerol allowed it to retain its effect for up to 
three months. Long-term survival after injections depended 
largely on the similarity of the donor to the host. CBA- 
strain mice injected with CBA spleen survived for about 500 
days after a usually lethal dose of 950 r. If, however, the 
CBA mouse was given injections of spleen from a different 
strain, survival was for only a few weeks, and it seemed 


* likely that this was due to some immunization reaction. 


Indeed, it had proved possible to immunize CBA mice to the 
donor strain before the spleen suspensions were given, with 
complete loss of the partial protection previously present. 
These facts all suggested that protection was in fact given 
by colonization of the damaged bone marrow by the donor 
cells. Final proof had recently been afforded by using a 
donor mouse carrying a translocation, produced by irradia- 
tion of the testes, which could be recognized cytologically. 
In the regenerating haemopoietic tissue of the irradiated 
CBA mouse practically all the cells in mitosis carried the 
indicator translocated chromosome, an observation which 
completely confirmed the colonization theory. It was also 
possible to produce some survival among irradiated CBA 
mice by the use of rat bone-marrow. Examination of the 
tissues of the surviving mice showed a chromosome picture 
characteristic of the rat. It seemed, therefore, that the closer 
the graft’s antigenic structure to that of the host the more 
likely was the graft to produce cells which could function 
adequately. Production of antibodies by the host might well 
be the cause of delayed death in cases where the graft had 
not come from a mouse of identical strain. The capacity of 
mammals to form immune bodies was impaired after massive 
irradiation, and this might explain why the mouse could 
tolerate a graft from a different strain for longer than 
normal, belatedly destroying the graft when after some weeks 
it had recovered its ability to form the appropriate anti- 


bodies. 
Chemical Radiosensitizers 

Professor J. S. Mrrcnert, F.R.S., described the work 
which has been going on in the department of radio- 
therapeutics at Cambridge since 1946, where clinical and 
laboratory studies of chemical radiosensitizers have been 
undertaken. The aim of the investigation has been to 
improve the results of radiotherapy by the use of chemical 
agents which are not therapeutically effective on their own. 
Disappointingly, however, results show only a small improve- 
ment over those of conventional methods. 

The sorting tests used in the laboratory had included the 
effects of the compound on chick fibroblasts in tissue cul- 
ture ; studies of chemical toxicity in rats, mice, and rabbits : 
studies of selective concentration in tumour and other 
tissues ; and electrode potential studies. The effectiveness of 
radiosensitization had been assessed by observing the 
potentiation of x-ray action in inhibiting mitosis and causing 
chromosome breakage in chick fibroblast cultures, in pro- 
ducing permanent retrogression of the established Walker 
rat carcinoma after local x-radiation, and jn the clinical 
therapeutic response. Some 150 compounds had been 
studied, but only about fifteen had been investigated in 
detail from ‘the point of view of radiosensitization. Tetra- 
sodium 2-methyl-1:4-naphthohydroquinone diphosphate 
(Compound 1) and tetra-sodium 2: 3-dimethyl-1 : 4-naphtho- 
hydroquinone diphosphate (Compound 28) had been com- 
pletely investigated in combination with local x-ray therapy 
in the Walker rat carcinoma. Radiosensitization was 
observed if these compounds were given intravenously but 
not if given intramuscularly. With these radiosensitizers 
there appeared to be about a 40% increase in the biological 
effect of radiation on the tumour. But there did not seem 
to be any radiosensitization for total-body irradiation of 
the normal rat, which suggested some degree of selective 
radiosensitization of the tumour. 

Clinical trials had been mainly with Compound 1, which 
was “synkavit,” a synthetic vitamin K analogue, and had 
been in progress since 1946. In order to allow quantitative 


RADIATION PROTECTION AND RADIOSENSITIZERS 


British 
Mepicat Journal 

evaluation, trials of chemical radiosensitigers had to be 
very carefully arranged. Patients with a provisional 
diagnosis of inoperable carcinoma of the bronchus were 
allocated randomly into groups without the knowledge of 
the doctor who was prescribing the x-ray therapy. This 
particular tumour was an obvious choice for the investiga- 
tion, as the survival is usually short. The basis for the 
diagnosis and the degree of certainty of the diagnosis had to 
be clearly stated in each case, and it might be necessary to 
examine the histological classification in detail. With Com- 
pound | it seemed that the best results were obtained if the 
injection was given intravenously at about 30 minutes before 
the beginning of each x-ray treatment. The results seemed 
to justify the conclusion that intravenous injection of Com- 
pound | had a small but useful effect as a clinical radio- 
sensitizer in the radiotherapy of these inoperable cases. By 
this means the mean survival time from the first x-ray treat- 
ment had been increased from 4.4 to 9.5 months. 


Future Outlook 

Modifications of the effect of radiation on living tissues 
must lead to a further understanding of the fundamental 
mechanisms of irradiation changes. In addition there are 
the immediate practical hopes that the results of treatment 
of malignant disease will be improved ari that adequate 
protection against the adverse effects of ionizing irradiations 
will be achieved. There are only two recognized methods 
that may increase the sensitivity of tumours to irradiation at 
present : experiments with high concentrations of oxygen 
are at the moment tender trial in various centres, and Pro- 
fessor Mitchell’s work with synkavit. Unfortunately there 
is no reason to think that the use of these substances will 
revolutionize the treatment of cancer. Any improvements 
will probably be small and will require careful statistical 
proof. Similarly, protection against radiation is at a very 
experimental stage, and obviously there is very little chance 
that the fascinating work described by Dr. Loutit will be 
of benefit in the human, unless the patient suffering from 
the overdose of radiation is the fortunate possessor of an 
identical twin. 


SEROLOGICAL TESTS FOR SYPHILIS 
[From A SPECIAL CORRESPONDENT] 


Fifty years ago (on May 10, 1906) Wassermann, Neisser, and 
Bruck* published their famous paper on the serological 
reaction in syphilis. It was appropriate therefore that at the 
First International Symposium on Venereal Diseases and 
the Treponematoses, held in Washington last month, some 
of the most stimulating papers should have been on the 
laboratory diagnosis of syphilis. Since the recognition of 
the biological false-positive reaction there has been an 
increasing tendency to avoid diagnosing syphilis on sero- 
logical evidence alone, and H. O. Perry (U.S.A.), speaking 
at the symposium, declared that the major problem of con- 
temporary syphilis was the correct evaluation of its sero- 
logical tests. 

The Wassermann test is still of great practical value, and 
few serologists would care to abandon it in spite of the 
advances in ‘his field. The complexity and costliness of the 
treponemal immobilization test (T.P.I.), for instance, have 
limited the use of this test to a few laboratories throughout 
the world, and an active search for a comparable but simpler 
reaction is now in progress. Of these newer tests which use 
either the whole Treponema pallidum or an extract of it, 
four were discussed at the symposium, in some cases by the 


, originators themselves. They were the T.P. adhesion test 


(C. Lamanna), T.P. agglutination test (P. Harpy), the T.P. 
immune adherence test (C. M. CARPENTER), and the T.P. 
complement-fixation test (J. Portnoy). The T.P.1. test 
served as a yardstick for the other reactions, and preliminary 
results suggest that we shall have at our disposal a number 
of highly specific reactions for the diagnosis of syphilis. 
Though their final evaluation will be reached only after a 
wenn Reaktion bei Syphilis. Dtsch. med. 
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great deal of further experience, the investigations already 
carried out demonstrate the fact that syphilis evokes a 
variety of antibodies. The significance of these antibodies 
and their possible relationship to immunity are unknown, 
but it is becoming apparent that no single test will measure 
all these highly specific substances. Presumably also, there- 
fore, no single test will emerge as entirely reliable and 
eliminate all diagnostic error. 

The symposium was sponsored jointly by the World Health 
Organization and the U.S. Public Health Service. 


_ Nova et Vetera_ 


CENTENARY OF WEST LONDON HOSPITAL 


The West London Hospitai owes its origin to a group of 
public-spirited citizens of Fulham and Hammersmith who 
were concerned with the need for medical attention for the 
poor of west London. Through their efforts a small six- 
roomed house was opened on July 2, 1856, on a site now 
occupied by the entrance to Hammersmith Underground 
station in Queen Caroline Street. It was known as the Fulham 
and Hammersmith General Dispensary. The medical staff 
comprised two consultants, twe physicians, two surgeons, 
and a resident apothecary. During the first nine months 
of the hospital's existence 1,270 patients were treated and 
855 were visited in their homes. 

In 1860 Elm Tree House, the site of the present hospital 
in the Hammersmith Road, was leased and equipped to take 
in-patients, and the hospital was renamed the West of 
London Hospital and Dispensary. It adopted its present 
title three years later and was granted a Royal Charter in 
1894. The hospital derived its funds entirely from voluntary 
contributions, and its records reveal a continual struggle 
against debt owing to the increasing demands made upon its 
services. In the early years much of the income resulted 
from sermons appealing for charity, preached in neighbour- 
ing places of worship, and the annual reports for many years 
alternately praise and exhort the local clergy, according to 
the current results of their eloquence. Since 1874 the hospital 
has enjoyed royal patronage, and the present Patroness is 
H.R.H. the Duchess of Gloucester. 

Active teaching of medical students began in 1883, and 
ten years later regular postgraduate courses were instituted. 
In 1907 the Postgraduate College Society was formed and 
continued in being until 1937, when the West London 
Hospital Medical School was incorporated under the Com- 
panies Act. Provision was made for accommodation of 
women students. The School flourished until 1948, when, 
under the National Health Service Act, the hospital was 
amalgamated with Hammersmith and St. Mark’s Hospitals 
as a postgraduate group. In that year the last entry of 
undergraduates was accepted. Since 1951 the School has 
co-operated with the British Postgraduate Medical 
Federation in teaching postgraduates and has also continued 
some undergraduate teaching for senior students. 

Many distinguished medical men have served on the staff 
of the hospital since its foundation. Its first consulting 
physician was Henry Bence Jones, whose surgical colleague 
was S. A. Lane, one of the founders of St. Mary's Hospital. 
Ernest Hart, afterwards editor of the British Medical Journal, 
was elected to the staff in 1860. Henry Maudsley and Alfred 
Cooper joined the staff in 1864, and in the following year 
David Ferrier was elected assistant physician and Henry 
Butlin assistant surgeon, the latter being followed by Charles 
Ballance. 

Throughout its history the West London Hospital has kept 
pace with new developments in medical and surgical treat- 
ment. To-day, with 238 beds, a nursing staff of 217, and all 
the modern facilities at its disposal, it is far removed from 
the small dispensary which opened its doors a hundred years 
ago. A short historical account of the hospital’ has just 
been published to commemorate its centenary. 


'Obtainable from the Secretary, West London Hospita!, 
Hammersmith, London, W.6. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Leakage Radiation from Diagnostic Tubes 

Sir,—The routine checking of x-ray tubes, diaphragm 
assemblies, and cones over a number of years has fre- 
quently revealed gross leaks of radiation. These have 
been due to the omission or shifting of the lead protection 
in the tube housing, or to the incorrect alignment of the 
diaphragm and cone assembly, or to the use of materials 
of inadequate protective value. In our experience at least 
half the units supplied and installed by different manu- 
facturers require modification in order to reduce unneces- 
sary radiation. We would fully endorse the recommenda- 
tion of the International Commission on Radiological Pro- 
tection that no unit should be used until a radiation survey 
has been carried out following installation or servicing. 
Leaks should be sought for by means of a fluorescent 
screen in a darkened room ; some estimate of the intensity 
of the radiation may be gained by noting the degree of 
blackening obtained if a film placed between intensifying 
screens is exposed adjacent to the tube when a radiographic 
exposure is made. 

It does not, however, appear to be generally realized that 
the smaller leaks from tubes, etc., may form the greater 
part of the radiation falling on the gonad area of the patient 
or of operators or others in the radiographic room, and 
exceeds the dose due to the inevitable scatter from the area 
irradiated. This source of radiation must be considered and 
dealt with before measurements of gonad dose due to scatter 
are made. 

Defects in the protective materials of tubes, diaphragms, 
and cones should be sought for and dealt with by users of 
existing equipment, but it is time that the sale and installa- 
tion of defective equipment should cease. The recom- 
mendations of the International Commission on Radiologi- 
cal Protection’ read as follows (p. 62): “ Diagnostic-type 
tube housing: housing in which the leakage radiation is 
reduced to at most 100 mr/hour at a distance of 1 metre 
from the x-ray source when the tube is continuously oper- 
ated, with closed window, at its maximum rated current 
for the maximum rated voltage”; we would question 
whether this allowance is not grossly in excess of what is 


necessary.—We are, etc., G. M. ARDRAN. 
Oxford. F. H. Kemp. ~- 
1 Recommendations of the International ——. on Radiological Pro- 
tection, Brit. J. Radiol., 1955, Supplemem No 


Radiation Hazards 


Sir,—it is clear from your summaries of the M.R.C. 
report on “The Hazards to Man of Nuclear and Allied 
Radiations ” (Journal, June 16, p. 1418) and upon that of 
the National Academy of Sciences of America on “ The 
Biological Effects of Radiation ” (Journal, June 23, p. 1482) 
that immediate attention must be given to reduction of 
x-radiation dosage to patients under the age of 30 years 
from x-ray diagnostic examinations. 

There is one important step which we can take immedi- 
ately, and this letter is to implore all British radiologists 
to take it voluntarily to-day, now, at once. It is, simply, 
to forbid absolutely the taking of Thoms’s brim view of 
the pelvis during pregnancy in all x-ray departments under 
their control. Abundant evidence exists to show that near 
term, where presentation is by the vertex, the foetal gonads 
are liable to receive from this “ view” or “ exposure ” alone 
about four to five times the total dose received from all 
other routine views added together—i.e., those views used and 
taught by me at St. Mary’s Hospitals, Manchester. I have 
reason to believe that the probable minimum dose received 
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from the taking of Thoms’s view by the foetal gonads, as 
specified, is about 2 r—and this before the babe is even 
born. 

For more than 20 years I have maintained that Thoms’s 
view is both dangerous and unnecessary. All essential 
information which it provides can be supplied more easily 
and more economically by other views. Finally, I am given 
to understand that Professor Thoms himself no longer advo- 
cates this view. Therefore I make this plea. Before we 
even begin to consider other aspects of diagnostic radio- 
logy—ban Thoms’s view at once !—I am, etc., 

Manchester, 13 J. BratR HarTLey. 


Cortisone and Aspirin in Rheumatoid Arthritis 


Sin,—Four weeks have gone by and no reply has appeared 
‘in your columns to the very serious criticism of the aspirin- 
cortisone trials made by Professor G. A. Smart (Journal, May 
26, p. 1234). As one who has played a part in both the Medi- 
cal Research Council—Nuffield Foundation trial’ * and the 
Empire Rheumatism Council trial’ I feel it my duty to take 
issue with him. He has, unintentionally I am sure, dealt a 
blow at those who are trying to create a scientific basis to 
therapy. His letter in effect says to physicians, “ These 
trials cannot help you in any way; you must find out for 
yourselves which case will, and which case will not, respond 
to cortisone.” He says this, it appears, because he has 
encountered patients “ whose whole lives have been trans- 
formed” by cortisone. 

Now these trials were not conceived and carried through 
by administrators but by just those physicians most “ closely 
concerned with sick and disabled” rheumatoid arthritics. 
They were necessary because physicians familiar with the 
miraculous, and the other, effects of cortisone just did not 
know whether, in the long run (and life is long), cortisone 
would favourably affect the course of the disease. The 
findings of the trials leave them with no option but to 
accept the very disappointing conclusion that it is unlikely 
that cortisone favourably affects the course of rheumatoid 
arthritis in any patient. Had there been evidence that 
aspirin therapy could affect the course of rheumatoid 
arthritis, the trials would have been designed differently. 

The transformation of lives that Professor Smart refers 
to was headline news in 1949, but was soon followed by 
a dilemma which is still with us. The dilemma arises when 
the physician has to decide in which cases he is right in 
advising the “transformation,” in view of its temporary 
nature and of the complications that so often follow. I 
have not, of course, the mild case in mind for whom poten- 
tially dangerous therapy is not warranted, nor the use of 
ineffective doses of cortisone or its analogues that do not 
suppress, and exceed, the normal adrenal output of cortisol. 

In the face of a stream of new drugs backed by compel- 
ling advertisements we must keep our feet on the ground and 
not allow ourselves to be carried away by impressions that 
some patients have done well because they received this drug 
and some have done well because they have received that.— 
I am, etc., 


Sheffield. 3 H. F. West. 
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Abdominal Migraine in Children 


Six,—It must surely occur to anyone who has read Dr. 
H. G. Farquhar’s excellent article (Journal, May 12, p. 
1082) and the subsequent interesting correspondence that the 
various syndromes mentioned, and several others besides, 
have a common factor in the predominant role played in 
all of them by the autonomic nervous system. 

It has frequently been observed that persons prone to 
migraine and other vasomotor headaches commonly show 
other evidence of instability of the autonomic system in 
general, and of the vasomotor system in particular. And 


19SS, 14, 353. 


CORRESPONDENCE 


GRITISH 
MEDICAL JOURNAL 


it is as manifestations of autonomic imbalance that most 
vasomotor headaches should surely be regarded, taking their 
place among a long list of symptoms which includes faint- 
ing, vertigo, palpitations, sweating, flushing and pallor, 
paraesthesia, face-ache, rhinorrhoea, asthma, nausea, vomit- 
ing, flatulence, constipation, diarrhoea, abdominal pain, 
frequency of micturition, muscular tremor. 

Some autonomic syndromes which include headache are 
common enough to have a “ label” : for instance, migraine, 
effort syndrome, vasomotor syncope (or vasovagal syncope), 
and the periodic syndrome. Excepting migraine, headache 
is not usually an outstanding symptom in these syndromes, 
but it can be (I have had examples of all of them referred 
to me in a headache clinic), and other symptoms can simi- 
larly predominate (e.g., abdominal pain in migraine) to make 
the syndrome atypical or even unclassifiable. Conversely, 
a symptom usually important (e.g., headache in migraine) 
may sometimes be absent or slight in degree. 

Dr. Parkes Weber has said somewhere that the study of 
rarities may throw light on common conditions, and for 
that reason I will mention, without giving details, some 
rarer examples of headache occurring in close association 
with other forms of autonomic instability : (1) migraine with 
paroxysmal tachycardia ; (2) vasomotor headache with severe 
Raynaud phenomena ; (3) vasomotor headache with nervous 
dyspepsia ; (4) migraine in Méniére’s disease ; (5) vasomotor 
headache, syncope, and multiple allergies (angioneurotic 
oedema, asthma, vasomotor rhinorrhoea). 

These cases occurred in 150 consecutive cases of headache 
seen in young soldiers, and it was while trying to analyse 
this series that I was struck by the inadequacy of present 
diagnostic nomenclature in this department of medicine ; I 
found, as this correspondence has amply demonstrated, that 
terms such as “ migraine,” if used with any regard for etymo- 
logy and precedent, simply confuse the issue. Much more 
helpful are those based on broader physiological or patho- 
logical concepts, such as “ vasomotor and/or autonomic in- 
stability,” “rheumatic myalgia,” and so on. I would be 
reluctant to propose the use of such a long-winded horror 
as “ vasomotor instability with hemicranial headache, visual 
aura, and gastric upset” in place of the curt and elegant 
“ migraine,” but it does enable one to see beyond the label 
to the realities ; and the psychiatrists have adopted this sort 
of nomenclature with apparent benefit. 

At all events, I firmly agree with Dr. Cedric C. Harvey 
(Journal, June 16, p. 1429) that we must avoid fragmenta- 
tion of these important natural genera of disease if we are 
to understand them ; if the labels we have applied to certain 
subdivisions of them dazzle us and prevent us from seeing 
the underlying truth, then the labels must go.—I am, etc., 


London, S.W.7. D. E. MARMION. 


Sir,—Dr. Cedric Harvey (Journal, June 16, p. 1429) says 
that if we call periodic stomach-aches and headaches by 
the name “ migraine” we shall do good. He refers to a 
B.B.C. talk I gave in January, 1955, and chides me for not 
mentioning migraine in connexion with recurrent headache, 
vomiting, abdominal pain, and pyrexia in children. 

I prefer not to use this word migraine because it is one 
of the “dear names men use to cheat despair.” What 
matters is not the label we give to the child’s trouble but 
the way we act to help him or her. I do not mind Dr. 
Harvey or Dr. H. G. Farquhar (p. 1430) saying these symp- 
toms are due to migraine, provided they make an earnest 
effort to look for and relieve various stresses in the child's 
life. Migraine in adults can be greatly helped by attending 
to_ the subject’s difficulties or stresses, and so can these 
recurrent symptoms in children in the majority of cases. 
“ Stress disorder” with note as to the particular symptoms— 
e.g., Stress disorder, recurrent abdominal pain—seems to me 
a better label than “abdominal migraine,” because this 
label implies that you look for stresses, and I think this is 
the most helpful approach for these children. So probably 
does Dr. Harvey.—I am, etc., 

“ OCCASIONAL B.B.C. ORACLE.” 
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Nutrition problem 


If children had their own way, some strange diets would emerge. 
Most children are food-faddists with likes and dislikes that 
frequently lead to impaired nutrition. Insurance against such 
nutritional problems is adequately provided by a daily dose of the 
newly introduced Vi-Macna Syrup — specially formulated to 
correct inadequate intake or utilization of dietary vitamins. Its 
delicate orange flavour will appeal particularly to the food-faddist 
child, who can derive all the vitamins essential for nutritional 
well-being from ONE TEASPOONFUL DAILY. 


BRAND OF MULTIVITAMINS S{ederle 


Contains vitamins A and D made water-soluble for better utilization 
Each teaspoonful contains : 


Vitamin A 5000 I.U. Ascorbic Acid (C) 75 mg. 
Vitamin D goo I.U, Niacinamide 20 me. 
Thiamine HC! (B,) 3 mg. Calcium pantothenate 1 mg. 
Riboflavine 2 mg. Vitamin B; 5 megm. 
Pyridoxine (Bg) HCl 0.2 mg. as present in concentrated extractives 
Bottles of 4 fl. oz. and 16 fl. oz. * Regd. Trade-Mark 


LEDERLE LABORATORIES BIivVision 


15 


| 


ADVERTISEMENT BRITISH MEDICAL JOURNAL Jouy 7, 1956 


‘Dettol active... 


REGD 


against both Gram-positive and 
Gram-negative micro-organisms. 
Under standard conditions of test a dilution of 
1 in 200 kills Staph. aureus in 10 minutes; 
a 1 in 500 dilution kills Strep. pyogenes 
in 10 minutes. 


‘Dettol? retains a high degree of efficiency in the presence 
of organic matter. 


‘Dettol? is not incompatible with soap, traces of which 
need not be removed before application. 


‘Dettol? is non-poisonous and non-staining. 


*Dettol? is well tolerated by the skin and tissues. 


INSTRUMENT ‘ DETTOL’ 
Instrument Dettol is widely used as a 
most effective and practical means of 
disinfecting surgical instruments — 
steel, stainless steel and plated, as well 
as glassware, rubber appliances and 
nylon sutures, 


SURGICAL ‘ DETTOL’ 
Surgical Dettolis a specially formulat- 
ed tincture for the surgical preparation 


of the skin. It remains actively bac- 
tericidal for a considerable period 
after drying. Itdries quickly and leaves 
a non-slippery surface. Bactericidal 
action is not adversely affected by 
the use of ordinary soap solutions. 
Surgical Dettol in clinical use has 
proved non-toxic and non-irritant 
when used in accordance with the 
directions. 


For leaflets giving full information on 
Instrument Dettol 
and Surgical Dettol 


Please write to: 
RECKITT & COLMAN LTD., 
PHARMACEUTICAL DEPARTMENT, HULL, 
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“ Meratran ” 

Sir,—I was interested in the letter by Dr. Mogens Schou 
(Journal, May 26, p. 1236), where he described serious 
mental side-effects of therapy with meratran, and doubted 
whether the use of the drug should be advocated outside a 
mental hospital. From the available reports it would appear 
that indeed meratran is not very helpful in the treatment of 
the more serious endogenous depressions, but surely the 
alarming side-effects encountered by Dr. Schou are largely 
due to the high dosage used (5-25 mg. per day). I have been 
using the drug in general practice for about three months 
and have not so far met any of the effects he describes, but 
have used a much lower maximum dosage (6 mg. per day). 
The side-effects reported to me have been interference with 
sleep, occasional vertigo, and a feeling of uncertainty, all 
of which have been obviated by adjusting the dosage or by 
combination with a suitable sedative. I have not used the 
drug at all in those cases where there was an apparent 
anxiety accompanying the depression, and so far have had 
no cases where the drug caused agitation. 

Several types of case seemed to me to respond well to 
this drug, and, as these are commonly met with in general 
practice, it may be of interest to report them. (1) Post- 
bereavement states of depression (four cases). The first two 
treated were those where bereavement was recent, and de- 
pression, formerly absent, was marked. They responded 
within 10 days to full dosage of meratran alone, without 
sedation at night, and thereafter the drug was gradually 
withdrawn over the next fortnight. The third case was of 
a woman whose daughter aged 4 years had died just over 
a year previously. She had been depressed and unable to 
work well since, and was given full dosage of meratran. She 
experienced a feeling of uncertainty together with inability 
to sleep as well as formerly after a few days’ treatment, but 
said that she did not feel so depressed. Meratran, 1 mg., 
with reserpine, 0.25 mg., was substituted t.d.s., and those 
side-effects disappeared. She is still being treated after one 
month, and her relatives find that she is much better. The 
fourth case was of a woman whose adult daughter had 
died one year ago, and who previously tended to become 
depressed at intervals, but who had been much worse since 
her bereavement. Treatment was started, using the com- 
bination of meratran with reserpine t.d.s., and the response 
was slow. She unfortunately stopped treatment for about 
ten days, but has now resumed, since she thinks that she 
felt better while she was using the drug. (2) Mild post- 
partum depression (one case). This involved a woman of 
27 years who became depressed and felt unable to cope 
with her baby about ten days after the birth. She was given 
meratran, 2 mg., t.d.s., as well as an iron replacement 
therapy. After one week the dosage of meratran was reduced 
to 1 mg. t.ds., then gradually withdrawn over the next 
fortnight as her depressive symptoms improved. She ex- 
perienced no side-effects at all and is now very well. (3) De- 
pression of various types met with during the course of 
the menopause. Several cases are at present under treat- 
ment, and on the whole the combination of meratran with 
chlorpromazine seems to effect the best results. Dosage 
is started with meratran, 1 mg., and chlorpromazine, 25 mg., 
t.d.s., and adjusted accordingly as occasion demands. At 
least two of the cases so far treated are mild endogenous 
depressions, and are responding slowly, but not to the same 
degree as the more obviously reactive depressions. Two 
cases are those of depression accompanying chronic illness 
during the menopause, and they both are responding well 
to chlorpromazine, 50 mg., with meratran, 3 mg., per day. 
One case is that of a widow who is financially worried and 
became depressed after a series of mishaps precluding her 
from working for some time. She appears to be improving 
on a dosage of meratran, 1 mg., and chlorpromazine, 25 mg., 
t.d.s. There is still obviously a lot to learn about meratran, 
and there are other cases in which I have used the drug, 
but not with sufficient experience to assess the results. From 
what I have seen of the general results, however, I feel that 
there is a definite place for its use in general practice, and 


that, if used with discretion, it can prove a most valuable 
weapon to combat the all-too-common depressions met with 
by the average practitioner.—I am, etc., 


Willington, Co. Durham. ALEX. MCQUEEN. 


Primary Cervical Dystocia 


Sir,—The contribution of Drs. H. C. J. Ball and J. S. W. 
Chambers (Journal, June 2, p. 1275) upon primary cervical 
dystocia prompts me to some comment. True primary 
cervical dystocia is a psychosomatic condition which is a 
deeply rooted, prolonged, and sustained emotional state 
associated with fear or the fear-guilt complex disturbing 
uterine polarity by inhibitory stimuli. 

On April 5, 1933, at the ninth British Congress of Obstet- 
rics and Gynaecology at Birmingham, in the discussion 
following Mr. Aleck Bourne’s paper on uterine activity and 
its abnormalities, 1 was privileged to present and explain 
the fear—-tension-pain syndrome and its influence on uterine 
action, and to demonstrate, by means of the equation 
t=Tr tan @' the relationship between the forces applied to 
cervical dilators and the inhibitors. The clinical applica- 
tion of these two theories has established their validity and 
during the last 20 years has done more to remove the fear 
of childbirth from the white races than any other single 
factor. When the expulsive forces are less than six times 
as powerful as the resistant opponents there is no dilatation 
of a closed cervix. The cervix is, however, healthy both 
before and after the birth of the child. The diagnostic 
signs described by Jeffcoate are correct, but his assumption 
that the cervix has some inherent fault is incorrect.’ 

Bearing in mind that analgesics and relaxant drugs do 
not destroy the denizens of the id from which protective 
impulses arise, the treatment of this condition falls, in the 
main, under two headings: (1) paralysing the specific sen- 
sory receptors of the uterus—for example, the method 
described by Ball and Chambers; (2) by removal from 
the psyche the cause of resistant stimuli inhibitory to 
dilatation, such as hypnosis by Kroger and Freed,” ante- 
natal education,* and confession. 

The last as described by M. D. W. Jeffreys’ is of con- 
siderable interest and has been known to primitive peoples 
for hundreds of years. A woman who has sinned knows 
that the punishment for her offence will be a painful, long, 
and difficult childbirth, and possibly death. Because of 
this belief she creates the punishment she expects. After 
two or more days of ineffective contractions the attendant 
women diagnose sin as the cause of delay. The woman is 
called upon to confess, and by confession the demon of 
fear is expurgated, and in a very short time, often as little 
as 20 minutes to half an hour, the baby is born without 
difficulty. 

True primary cervical dystocia can only be understood by 
observation of the total woman—its origin is not found in 
symptomatic manifestations. Pain should direct the clini- 
cian to its cause, because the empirical treatment of obstetric 
pain accounts for more than half the morbidity of mothers 
and babies.—I am, etc., 

Petersfield, Hants. GrantTLy Dick Reap. 
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Lung Cancer and Tobacco 


Sin,—The very excellent questions and the answers of 
Professor A. Bradford Hill and Dr. R. Doll (Journal, 
May 19, p. 1160) indicate clearly that cigarette smokers incur 
more risk of acquiring lung cancer than pipe smokers. The 
risk is apparently not altered by the type of cigarette (hand- 
rolled or proprietary) or the type of tobacco. As the 
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cigarette smoker differs from the pipe smoker in that he 
is more likely to inhale, this may have some bearing on 
the risk, but it must also be noted that he inhales a com- 
bination of tobacco and paper smoke. 

That the smoke from the paper of many brands of 
cigarettes is very distinctly irritating can be easily proved by 
lighting a twisted cigarette paper and smelling the smoke. 
It will in many cases irritate the nasal mucosa and will 
induce coughing if inhaled. The smell resembles that of 
burning newspaper, but, unlike the newspaper, the cigarette 
paper continues to smoulder until it is completely consumed. 
It brings to mind the specially impregnated novelty papers 
often found in Christmas crackers, which burn into various 
patterns when touched with a giowing match at a particular 
spot. It is not clear from the answers of Professor Bradford 
Hill and Dr. Doll whether different types of cigarette papers 
have been examined separately for carcinogens. Now that 
the problem is obviously a grave one every possible help 
should be forthcoming from manufacturers, even at the 
risk of giving away trade secrets.—I am, etc., 


Poole, Dorset. P. H. CUMMINS. 


Diesel Oi! and Lung Cancer 


Sir,—In your leading article (Journal, May 12, p. 1092) 
you draw attention to the dangers of diesel oil and lung 
cancer. This article has already drawn one or two replies, 
but as far as I can see no one has mentioned the fact that 
the dirtiest and blackest oil is issued from these vehicles 
by bad driving. 

As far as I am aware, the accelerator pedal on a diesel 
engine is not a throttle but is merely a governor. The 
result of this is that when a man is taken off petrol lorries 
and put on to driving vehicles with diesel engines, with in- 
sufficient instruction, he proceeds to put his foot down 
when he wants the vehicle to go uphill. This has no other 
effect than to attempt to make the vehicle go uphill fast, and 
when he releases the accelerator at the top of the hill he is 
merely trying to make it go downhill slower. The result 
of course is that in the uphill work the engine is encouraged 
to labour unduly and the mechanical governor puts in far 
more fuel than can be used. I understand that, were all 
these engines fitted with pneumatic governors, instead of 
issuing forth black smoke the engine would stall. This 
of course would be a very good thing for the country, but 
might be misinterpreted against the makers of the engines 
by ignorant users. I do think that some attempt should be 
made to point out to these drivers throughout the country 
that there is no need for this sort of treatment. One 
can see very heavily laden eight-wheel diesel engines going 
quietly uphill driven by an expert driver with no sign of 
smoke, and behind it may be a small three-ton lorry belch- 
ing forth blacker smoke because it is improperly driven.— 
I am, ete., 


Great Brington, Northampton F. F. Wappy. 


Prophylaxis for Recurrent Upper Respiratory Tract 
Infections 


Sirn,—I have been following with interest the corre- 
spondence regarding prophylaxis for recurrent upper 
respiratory tract infections. I am in whole-hearted agree- 
ment with the views of your last contributor, Dr. S. Hill- 
man (Journal, May 12, p. 1106), and agree that the only 
hope for these children lies in immunization. Equally well 
I agree that research into this question is indicated in the 
light of modern virology, but I do still believe that the 
bacterial element is responsible for a large number of cases. 
It is in these cases that, in spite of orthodox teachings to the 
contrary, I am obtaining success with oral immunization. 
Unlike the customary method of immunization, this does not 
frighten the child, and is producing good results in some 50 
to 60% of cases.—I am, etc., 


Windlesham. R. E. Derek Leion. 
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Divine Healing 


Sir,—Dr. Nigel Loring’s reasoned letter (Journal, June 9. 
p. 1363) leaves him open to one challenge. He says “ the 
Church insists on blind faith,” and therefore the attitudes 
of parson and doctor are diametrically opposed. This is not 
true. There is a lively and growing body of intelligent 
Christians who ask only that a man should open his mind 
in a spirit of real humility to all the evidence. 

It is not unreasonable to ask clergy and doctors to co- 
operate, so long as both adopt this attitude. Clearly, all 
known methods of healing will be used. At the same time 
both medical and clerical attendant will make the truth as 
clear to the patient as they are able. No one knows the 
power of the spirit over the mind and body. Only those 
who have unscientifically closed minds refuse to believe 
that such an influence exists. I believe that if an atmo- 
sphere of true open-mindedness could be attained this power 
would begin to reveal itself. 

It is obvious that cases proving supernatural intervention 
will rarely, if ever, appear. If God heals a human body, 
is it likely that He will do so by some dramatic change 
in a natural law? If the course of a case of menin- 
gitis, or a moribund case of acute nephritis, is altered by 
divine power, how should we know it? If we deny that 
such things are possible, are we not guilty of the unforgivable 
sin of a closed mind? And is not blind unbelief as bad 
as blind faith ?—I am, etc., 


Midsomer Norton, Somerset. K. E. Lane. 


Sir,—The publication of the report of the B.M.A. Com- 
mittee to the Archbishops’ Commission on Divine Healing 
(Supplement, May 12, p. 269), demonstrating as it does 
beyond reasonable doubt that the physical and chemical 
laws of nature cannot be annulled by prayers or ceremonies, 
provides an opportunity for the medical profession to draw 
attention once again to the unhygienic procedure of the 
Church of England in administering its Holy Communion 
service by a common cup. Those who defend this practice 
seem to imagine that its sacramental character renders the act 
completely harmless. 

The potential danger of salivary contamination is now 
well realized and accepted by educated people. The Govern- 
ment can accordingly expect full support from the public in 
its attempts to enforce stricter regulations in the handling of 
food and drink. Refusal to change their technique, therefore. 
implies a deplorable lack of social responsibility on the part 
of church leaders. Doctors and nurses of hospitals and 
sanatoria dealing with infectious diseases, as well as certain 
laboratory workers, surely cannot take part in such services 
with an easy conscience, for they know full well that they 
may be temporary carriers of bacterial or viral diseases and 
would be exposing their fellow communicants to un- 
warranted risks. Nor can any M.O.H. regard the matter 
with equanimity. 

Perhaps we should again remind the Archbishops of the 
Vesolution passed by the Board of Directors of the National 
Tuberculosis Association, meeting in St. Louis in 1943, 
recommending “Church organizations adopt some method 
of administering the Sacrament that is in conformity with 
our knowledge of good hygiene and public health practice.” 
—I am, etc., 

Hull A. J. SHILLITOE 


Automation in Medicine 


Sir,—While finding myself in gefieral agreement with the 
annotation (Journal, June 23, p. 1477), I feel notwithstand- 
ing that the following remarks are both relevant and timely. 

We should not be hypnotized or frightened by the word 
automation. There is no necessity to go to extremes in 
automation as applied to medicine. Medicine by its very 
nature is a combination of art and science. I suggested in my 
book Medical Electronics’ that “it may be worth while to 
build an experimental electronic machine, which could act as 
a ‘diagnostician.’ Various data could be picked up from 
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Stop morning sickness 


TABLETS 


Meclozine dihydrochloride 25 mg., plus pyri- 
doxine hydrochloride 50 mg. (vitamin B,). 


“The use of a combination of meclozine dihydro- 

chloride and pyridoxine (‘ancoloxin’ tablets) in a 

series of cases of nausea and vomiting of preg- 

nancy is reported. Rapid and effective control oi 
symptoms was obtained in all cases, some of the 

patients having previously failed to respond to 2 tablets at night. Complete relief 
either antihistaminic treatment alone or to Usually obtained within five days. 
| pyridoxine alone.” (PRACTITIONER, 1956 (Feb.), 


176, 201.) Containers of 10 and 25 tablets. 
Medical Department 
THE BRITISH DRUG HOUSES LTD., LONDON, N.1 


SERENITY 


in the menopause .. . 


MIXOGEN tablets, by correcting 
endocrine imbalance, rapidly relieve the 


emotional disturbance of the menopause. 


dosage : |-2 tablets daily, 
reducing when possible. 


MIXOGEN 


OESTROGEN-ANDROGEN SYNERGY Each tablet contains 00044 mg. of 
crystalline ethinyloestradiol B.P. and 


3.6 mg. of crystalline methyltestosterone 
B.P, Tubes of 25 and bottles of 100, 


Literature and sample on request. 
ORGANON = LABORATORIES LIMITED 


BRETTENHAM HOUSE LANCASTER PLACE - LONDON W.C.2 
Telephone: TEMple Bar 6785/6/7, 0251/2 Telegrams: Menformon, Rand, London 
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the patient’s body by electronic means, suitably treated and 
analysed by the machine. This data could be automatically 
correlated with other data which has been either stored or fed 
to the machine. Such a machine would be a combination 
of * pick-up * devices, amplifiers, and ‘ electronic brain.’ Data 
such as the case history and relevant statistics could be fed 
to the machine in a form such as punched cards. By adopt- 
ing a unit method of construction, the machine can be made 
simple or complicated, and varied to meet special needs.” 

The units comprising such a machine can be easily applied 
to other purposes. It would be interesting to build such a 
machine, as research would have to be done to break down 
the intricate knowledge required for diagnosis to the simple 
patterns of knowledge and questions which can be usefully 
utilized by such a machine. it would give a scientific insight 
and a statistical and mathematical basis. Such a machine 
need not be limited to diagnosis, but could prescribe a treat- 
ment and give a prognosis. It would also be useful in re- 
search. Such an experimental apparatus will eventually be 
designed, constructed, and used. Why should Britain not be 
the first in this field 7?—I am, etc., 


Swansea. 


G. E. Donovan. 
REFERENCE 


» Donovan, G. E., Medical Electronics, 1953, chapter 36, p. 207. 
worth, London. 


Butter- 


Preparation for Marriage 

Sir,—I should like to make one adverse comment on the 
otherwise excellent article by Dr. G. B. Carruthers on the 
responsibility of the general practitioner in marital prepara- 
tion (Journal, June 23, p. 1478). 

As medical officer of a clinic of the Family Planning 
Association run especially for pre-marital cases and young 
working wives, I feel the phrase, “It should be remem- 
bered that this [the fitting of a contraceptive cap] requires 
breaking the hymen,” is most ill-advised. It is our prac- 
tice in F.P.A. clinics to avoid the terms breaking, tearing, 
or piercing the hymen ; still more do we avoid the action. 
If a patient has a hymen which would not permit the pass- 
age of a contraceptive cap without stretching, she is asked 
to perform this stretching for herself with a well-lubricated 
finger. If the time before her marriage permits she is given 
a fortnight at least to do this ; she is advised to use internal 
tampons, also well lubricated, at her next period. If such 
a patient comes only a few days before her wedding, we 
advise her to carry out as much stretching as possible for 
herself, and to ask her husband to use a sheath and lubricant 
until she can return to the clinic. 

The most difficult cases met with in our work are those 
wives who have either an intact hymen and/or vaginismus. 
Usually they have some pressing reason for postponing a 
family and have endured one or more years of increasing 
distaste for the physical side of their marriage before asking 
for help. These patients and their husbands could have been 
saved much distress by pre-marital advice. All patients 
who have not had a pregnancy are warned of the danger of 
continuing the use of contraceptives beyond the age of 30. 
There is a definite fall in fertility after that landmark.—I 
am, etc., 


Liverpool, 17. IsaBeL GARDNER. 


Paediatric Anaesthesia 


Smr,.—The recent discussion in your columns on the tech- 
nique for dental gas prompts me to question the complacency 
with which many anaesthetists seem to accept the general 
routine of anaesthesia in young children. 

I have lately had the opportunity of watching anaesthesia 
for the removal of teeth and of tonsils, and I am more than 
surprised to find that sometimes the methods used differ little 
from the somewhat primitive ones I used as a house-surgeon 
25 years ago. The technique in the cases I have observed 
recently consisted, first, in trying to persuade an apprehensive 
child to inhale gas either through a nosepiece or mask with 
such admonitions as, “ Blow it away,” “ Blow the bag up,” 


“ Breathe in and you will go to sleep,” etc., and ending by 
the terrified patient being held down forcibly by all available 
hands until finally unconscious, the procedure punctuated 
throughout by his slowly diminishing but increasingly 
pathetic appeals to be allowed to breathe. I had thought the 
progress of modern anaesthesia to have eliminated such bar- 
barism (for it is nothing less), but I have since found that 
this sort of scene is a commonplace preliminary to paediatric 
dentistry and tonsillectomy. 

I have questioned several of my anaesthetic colleagues 
about this, and the general view seems to be that, while what 
I have described may be exceptional, “ sometimes, of course, 
you have to hold them down to get them under, but it is all 
over in a few minutes, and they soon forget all about it.” 
This combination of physical restraint and psychological 
ignorance strikes me, as a mere surgeon, as revelatory of a 
most unsatisfactory state of affairs. Surely it is not beyond 
the capacity of modern anaesthetic research, which has pro- 
duced such striking progress in other directions, to devise a 
humane method of narcosis for children. The complacency 
expressed by many anaesthetists is simply not justified by 
the facts, which show that a considerable number of children 
can only be anaesthetized under duress. The various tech- 
nical improvements to gas machines which have been the 
subject of comment in your columns do not, by themselves, 
solve this problem. More fundamental changes in adminis- 
tration and composition are surely necessary if paediatric 
anaesthesia is to be modernized.—I am, etc., 


London, W.1. ALBERT Davis. 


Accidental Vaccination 


Sir,— During last summer I was serving as surgeon in a 
large migrant ship in which, during one voyage, we carried 
some 650 children through the Tropics. As is fairly com- 
mon these days, the parents restricted the movements of 


Vaccination, with accidental Accidental primary vaccinia. 


secondary. 


the children very little, and in spite of repeated warnings 
they were allowed to run in and out of the sun and also 
to spend long periods in the paddling pool provided. A 
number of the children had been vaccinated recently and 
many had not. Several cases occurred where a secondary 
vaccination appeared on a vaccinated child, and, what was 
more important, two children showed a typical primary 
vaccinia which was obviously of accidental origin.—I am, 
etc., 


London, $.W.1. ALex. W. SAMPEY. 


Anterior Approach for Bilateral Adrenalectomy 


Si,—Mr. K. C. McKeown and Dr. A. Ganguli (Journal, 
June 23, p. 1466) are to be congratulated on their advocacy 
of the anterior approach for bilateral adrenalectomy. I 
was interested to see that, as in my own experience, their 
attention had been drawn to the feasibility of the operation 
by the ease with which the left adrenal offers itself up during 
radical gastrectomy. This approach deserves much wider 
recognition on account of the many advantages it presents, 
excellently described by them, and also put forward by 
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the patient’s body by electronic means, suitably treated and 
analysed by the machine. This data could be automatically 
correlated with other data which has been either stored or fed 
to the machine. Such a machine would be a combination 
of ‘ pick-up * devices, amplifiers, and ‘ electronic brain.’ Data 
such as the case history and relevant statistics could be fed 
to the machine in a form such as punched cards. By adopt- 
ing a unit method of construction, the machine can be made 
simple or complicated, and varied to meet special needs.” 
The units comprising such a machine can be easily applied 
to other purposes. It would be interesting to build such a 
machine, as research would have to be done to break down 
the intricate knowledge required for diagnosis to the simple 
patterns of knowledge and questions which can be usefully 
utilized by such a machine. It would give a scientific insight 
and a statistical and mathematical basis. Such a machine 
need not be limited to diagnosis, but could prescribe a treat- 
ment and give a prognosis. It would also be useful in re- 
search. Such an experimental apparatus will eventually be 
designed, constructed, and used. Why should Britain not be 
the first in this field ?—I am, etc., 
Swansea. 


G. E. Donovan. 


REFERENCE 


} Donovan, G. E., Medical Electronics, 1953, chapter 36, p. 207. 
worth, London. 


Butter- 


Preparation for Marriage 

Sir,—I should like to make one adverse comment on the 
otherwise excellent article by Dr. G. B. Carruthers on the 
responsibility of the general practitioner in marital prepara- 
tion (Journal, June 23, p. 1478). 

As medical officer of a clinic of the Family Planning 
Association run especially for pre-marital cases and young 
working wives, I feel the phrase, “It should be remem- 
bered that this [the fitting of a contraceptive cap] requires 
breaking the hymen,” is most ill-advised. It is our prac- 
tice in F.P.A. clinics to avoid the terms breaking, tearing, 
or piercing the hymen ; still more do we avoid the action. 
If a patient has a hymen which would not permit the pass- 
age of a contraceptive cap without stretching, she is asked 
to perform this stretching for herself with a well-lubricated 
finger. If the time before her marriage permits she is given 
a fortnight at least to do this ; she is advised to use internal 
tampons, also well lubricated, at her next period. If such 
a patient comes only a few days before her wedding, we 
advise her to carry out as much stretching as possible for 
herself, and to ask her husband to use a sheath and lubricant 
until she can return to the clinic. 

The most difficult cases met with in our work are those 
wives who have either an intact hymen and/or vaginismus. 
Usually they have some pressing reason for postponing a 
family and have endured one or more years of increasing 
distaste for the physical side of their marriage before asking 
for help. These patients and their husbands could have been 
saved much distress by pre-marital advice. ll patients 
who have not had a pregnancy are warned of the danger of 
continuing the use of contraceptives beyond the age of 30. 
There is a definite fall in fertility after that landmark.—l 
am, etc., 


Liverpool. 17. ISABEL GARDNER. 


Paediatric Anaesthesia 


Sm,—The recent discussion in your columns on the tech- 
nique for dental gas prompts me to question the complacency 
with which many anaesthetists seem to accept the general 
routine of anaesthesia in young children. 

I have lately had the opportunity of watching anaesthesia 
for the removal of teeth and of tonsils, and I am more than 
surprised to find that sometimes the methods used differ little 
from the somewhat primitive ones I used as a house-surgeon 
25 years ago. The technique in the cases I have observed 
recently consisted, first, in trying to persuade an apprehensive 
child to inhale gas either through a nosepiece or mask with 
such admonitions as, “ Blow it away,” “Blow the bag up,” 


“ Breathe in and you will go to sleep,” etc., and ending by 
the terrified patient being held down forcibly by all available 
hands until finally unconscious, the procedure punctuated 
throughout by his slowly diminishing but increasingly 
pathetic appeals to be allowed to breathe. I had thought the 
progress of modern anaesthesia to have eliminated such bar- 
barism (for it is nothing less), but I have since found that 
this sort of scene is a commonplace preliminary to paediatric 
dentistry and tonsillectomy. 

I have questioned several of my anaesthetic colleagues 
about this, and the general view seems to be that, while what 
I have described may be exceptional, “ sometimes, of course, 
you have to hold them down to get them under, but it is all 
over in a few minutes, and they soon forget all about it.” 
This combination of physical restraint and psychological 
ignorance strikes me, as a mere surgeon, as revelatory of a 
most unsatisfactory state of affairs. Surely it is not beyond 
the capacity of modern anaesthetic research, which has pro- 
duced such striking progress in other directions, to devise a 
humane method of narcosis for children. The complacency 
expressed by many anaesthetists is simply not justified by 
the facts, which show that a considerable number of children 
can only be anaesthetized under duress. The various tech- 
nical improvements to gas machines which have been the 
subject of comment in your columns do not, by themselves, 
solve this problem. More fundamental changes in adminis- 
tration and composition are surely necessary if paediatric 
anaesthesia is to be modernized.—I am, etc., 


London, W.1. ALBERT Davis. 
Accidental Vaccination 

Sir,—During last summer I was serving as surgeon in a 
large migrant ship in which, during one voyage, we carried 
some 650 children through the Tropics. As is fairly com- 
mon these days, the parents restricted the movements of 


Accidental primary vaccinia. 


Vaccination, with accidental 
secondary. 


the children very little, and in spite of repeated warnings 
they were allowed to run in and out of the sun and also 
to spend long periods in the paddling pool provided. A 
number of the children had been vaccinated recently and 
many had not. Several cases occurred where a secondary 
vaccination appeared on a vaccinated child, and, what was 
more important, two children showed a typical primary 
vaccinia which was obviously of accidental origin.—I am, 
etc., 


London, S.W.1. Avex. W. SAMPEY. 


Anterior Approach for Bilateral Adrenalectomy 


Sir.—Mr. K. C. McKeown and Dr. A. Ganguli (Journal, 
June 23, p. 1466) are to be congratulated on their advocacy 
of the anterior approach for bilateral adrenalectomy. 1 
was interested to see that, as in my own experience, their 
attention had been drawn to the feasibility of the operation 
by the ease with which the left adrenal offers itself up during 
radical gastrectomy. This approach deserves much wider 
recognition on account of the many advantages it presents, 
excellently described by them, and also put forward by 
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myself,’ following Colston’ and Kvale et al.’ The most 
important are, first, that there is no alteration in the patients’ 
position from the moment they leave the ward until they 
return to it, thus rendering the control of blood pressure 
more easy; and, secondly, that the patients, who have of 
necessity to lie flat for some time, are spared the discomfort 
of two, possibly consecutive, posterior incisions. 

I have only two criticisms: the use of a bridge, however 
carefully adjusted, is unnecessary, and may be dangerous 
if there are spinal metastases. Even in the absence of meta- 
stases all but the youngest and most supple patients will 
often—for instance, after cholecystectomy—complain of pro- 
longed backache if a bridge has been used. Again, I feel 
that two abdominal incisions at right angles to each other 
are somewhat traumatic. One long midline incision, skirt- 
ing the umbilicus, gives admirable access to both adrenals 
and ovaries, and has never in my experience given rise to 
trouble if unabsorbable suture material is used for the 
aponeurosis.—I am, etc., 

Plymouth. MICHAEL REILLY. 
REFERENCES 
' Reilly, M., Lancet, 1955, 2, 345 
* Colston, J. A. C., J. Urol., 1948, 59, 1036 
* Kvale, W. F., Priestley, J. T.. and Roth, G. M., Arch. Surg. (Chicago), 
1954, 68, 769 


L-Noradrenaline 

Sir,—Your annotation on L-noradrenaline (Journal, June 
9, p. 1349) draws attention to the bad prognosis when nor- 
adrenaline intake has to be increased to maintain the same 
blood pressure. I venture to support you on this point; 
but cannot agree that haemorrhage is the first or only thing 
to be thought of at such a juncture. Far more commonly 
this syndrome is diagnostic of the onset of the irreversible 
phase of shock, and in such cases the use of noradrenaline 
may have contributed to the development of irreversibility 
by preventing the opening up of collapsed hepatic blood 
vessels. 

Fortunately these cases are in a minority, and I think 
there is a place for noradrenaline in the management of 
hypotensive states. It should be used early, when indicated, 
so as to anticipate and prevent collapse of the hepatic vessels. 
But there should be a close watch on the rate of noradrena- 
line intake so that the need to increase it progressively may 
be observed early and give warning that therapy is making 
the patient worse. 

This warning sign is, in my opinion, an urgent indication 
for intra-arterial blood transfusion, whether or not blood 
has been lost. I have witnessed one such case in which 
half a pint (280 ml.) of blood intra-arterially stabilized the 
blood pressure and abolished completely the need for nor- 
adrenaline, despite its previous progressive loss of efficacy. 
In another case I am informed that reactivity to nor- 
adrenaline, which had been totally lost, was restored after 
intra-arterial transfusion. And I have reported’ a case in 
which intra-arterial transfusion restored the blood pressure 
long after noradrenaline had failed—indeed, the response 
to noradrenaline lasted only a few minutes and was not 
restored by haemostasis. 

If the response to intra-arterial transfusion should prove 
negative, or only partial, or transient, which is more com- 
mon when the principal precipitating cause of shock is not 
haemorrhage, the prognosis is extremely poor if no further 
therapy be attempted. 

There seems to me to be a strong case for the induction 
of hypothermia in such cases, on experimental and clinical 
grounds.’* This is consistent with the view that hepatic 
anoxia is predominantly responsible for the development 
of irreversibility (the evidence for which I have summarized 
elsewhere) and that consequent myocardial anoxia later 
causes pulmonary oedema and death.‘ (It should be noted 
that, after much longer anoxia, muscle is said to produce 
a humoral vasodilator agent similar to that produced by 
anoxic liver... This may account for failure of intra-arterial 
transfusion, when there has been much trauma to muscle.) 


CORRESPONDENCE 


However, when the primary cause of severe hypotension 
involves myocardial anoxia—e.g., acute anoxic anoxia or 
coronary occlusion—which you, Sir, mention in connexion 
with noradrenaline—it appears to be unphysiological! to raise 
the blood pressure with noradrenaline or anything else, and 
so make the damaged myocardium do more work. May 1 
point out that the mortality rate of conservative treatment 
of coronary occlusion complicated by persistent severe hypo- 
tension is said to be 70-80%,, and that this is raised to 96° 
by the use of noradrenaline’? 1 suggest that the mortality 
rate of conservative treatment in these cases could be reduced 
by the induction of hypothermia. 

I must apologize for writing such a long letter, but I feel 
that the limitations of the various measures used in shock 
are not only of interest in themselves but also help to throw 
light on the aetiology of the shock process, and the diag- 
nosis of the stage of shock reached in any particular case. 
Irreversible shock is probably the final common pathway 
of a great variety of hypotensive syndromes, in both surgery 


and medicine.—I am, etc., 
ARNOLD DANZIGER. 


Burnicy 
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Exploitation of Fear in Advertising 


Sir,—There is an unfortunate tendency for advertisers to 
use the instillation of fear as a means of increasing the sales 
of their products. This may not have serious repercussions as 
far as fear of body odour or of incipient baldness is con- 
cerned, but bacteriophobia can be induced by some of the 
advertising methods used by the vendors of antiseptics. 
Housewives, particularly the mothers of young children, can 
easily be influenced and indeed alarmed by statements such as 
“ A mother’s love is not enough "—a view expressed by one 
advertiser. Also, it may well frighten a mother to read the 
statement of another advertiser that “ 20,000,000 germs wait 
for Johnnie” (Johnnie being portrayed as he plays at Red 
Indians under a rug on the floor, while a circular microscopic 
field of streptococci is shown beneath). A third advertiser 
exhorts, “ Don’t go on risking germs in sinks . . . toilets .. . 
drains!” Are we to attempt disinfection of our sewage dis- 
posal system ? 

It is one thing to be meticulous about antisepsis in surgery, 
even with minor cuts ; it is another matter to use antiseptics 
to “keep floors and dark corners, washable toys and pets, 
disinfected" ; and “in the bath and for personal hygiene.” 
Must mothers feel that they are not doing their duty unless 
they “protect their homes” with this or that antiseptic ? 
Some members of the reading public believe anything they 
see in print, and advertisements of this sort take advantage 
of their ingenuousness. Trying to destroy omnipresent and 
ubiquitous germs is more than an obsolete idea. [t is an idea 
based on a pseudo-scientific patent-medicine pathology not 
recognized in scientific circles. It ignores the self-disinfecting 
properties of the skin, without which man could not have 
survived. 

Antiseptics may sensitize the skin and, paradoxically, bring 
about a state of infected dermatitis. Even if only “four or 
five out of a thousand suffered from excessive sensibility,” as 
was reported for one much-used antiseptic (Medico-legal 
Correspondent, Journal, May 19, p. 1182), that rate must in 
summation make quite a large number of cases of dermatitis 
dispersed all over the country. As the use of these anti- 
septics for many of the recommended purposes is largely 
based on faulty reasoning, it follows that not only are the 
purchasers wasting their money but the financial difficulties 
of the Health Service are being increased by the creation of 
new cases of dermatitis. At the same time, anxious persons 
are being made more anxious. 
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The individual physician may advise that soap and water 
is enough for the unbroken skin and for cleaning articles, 
but his influence is small compared to the nation-wide 
advertisements for antiseptics. Should not these advertisers 
be asked to bring their pathology up to date, or could not a 
more concerted effort be made to give the public the facts 
on these matters, as, for example, through Family Doctor ? 
—I am, ete., 


London, W.1. BRIAN RUSSELL. 


Serum Proteins in Pulmonary Tuberculosis 


Sir,—I read with great interest the article by Dr. I. C. 
Gilliland and others on serum proteins in pulmonary 
tuberculosis (Journal, June 23, p. 1460), but could find no 
mention of pleural effusion in their cases. I have been 
following electrophoretic patterns of the sera of a mixed 
group of patients with pulmonary disease, and all cases with 
pleural effusion have an increase of a2 globulin fraction. 
The mean of 36 cases was 1.28 g.°%, the range being 0.83-2.26 
as against a normal of 0.77+0.16. Eight cases had effu- 
sions associated with pulmonary tuberculosis ; the average 
serum ay level for these was 1.38 g.%, range 0.92-2.26. In 
the latter group I noted that absorption’of the effusion was 
accompanied by return of the serum proteins to normal 
levels. Only one of these cases had more than one zone of 
the lung involved. This was a patient with miliary tubercu- 
losis in whom the serum a globulin level was lower than 
that for the average for the group. It would certainly seem 
reasonable to say that the presence of an effusion indicated 
activity, and I would agree with Dr. Gilliland’s view that 
raised a, may be a measure of this. However, in view of my 
findings I feel it can be less clearly related to the extent of 
the disease.—I am, etc., 


Enfield. Middlesex. D. B. SHaw. 


Maladjusted Children 

Sir,—I think Dr. Max Park's little candle (Journal June 
23, p. 1487) should be kept alight. Anyone who has worked 
in the school health service will appreciate the good sense of 
his insistence that medical officers be given a training in the 
minor maladjustments. It is trite to say that emotional 
disturbances are now the “ bread-and-butter” of the public 
health worker who interests himself in the development of 
the “ whole” child. A training course in what is essentially 
a clinical subject would, however, not fit too well into the 
D.P.H. syllabus—though one might be so bold as to sub- 
stitute maladjustments for measles. It is tempting to sug- 
gest this, since fever hospital practice is, nowadays, only 
remotely connected with school health. 

One fact is significant. The London School of Hygiene 
is anxious to introduce a “mental health” elective into 
the D.P.H. course. It will be interesting to see how popu- 
lar this elective proves. But it is probably only when day- 
to-day work brings one in touch with the problems of mental 
ill-health that the light dawns and the need for training 
becomes apparent. Not all psychiatrists believe in the 
“dilution of psychiatric skill.” Those who do are fortu- 
nately on the increase. The link between the Tavistock 
Clinic and some of the L.C.C. maternal and child welfare 
centres has shown how useful it is for the medical and 
pursing staffs of these centres to have the advice and help 
of psychiatrists regularly available. So good luck to Dr. 
Park when he presses for courses of instruction in the 
Birmingham region. But let these courses be supplemented 
by the presence of the child guidance clinic team at the 
local authority clinics. This team is well able to convene 
discussions with doctors and health visitors at which specific 
problems relating to children and families can be raised. 
Such discussions relate to real-life situations and can never 
be other than down to earth. Meanwhile the candle flickers. 
Birmingham, surely, has sufficient wax to start a conflagra- 
tion.—I am, etc., 


London. W.C.1. Joun S. Owen. 
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H. E. SMITH, M.B. 


Dr. H. E. Smith, one of the leading ophthalmologists in 
the north of Scotland, died on June 12 at the age of 76. 
He had given up practice some years ago and had been 
living in retirement in the country. 

Born and bred in Aberdeen, Harold Edgar Smith was 
educated at the Grammar School and later at the 
University, where he graduated M.A., with honours, in 
1901. At that time he had hoped to enter the Diplomatic 
Service, for which he had many natural endowments, 
but when this failed to materialize he acted for some 
time as private secretary to the Marquis of Tullibardine, 
carrying out some research in the family archives. Later 
he decided to take up medicine, and returned to 
Aberdeen University, where he graduated M.B., Ch.B. 
in 1910. He then acted as a resident in the Aberdeen 
Royal Infirmary, being attached to the wards of Pro- 
fessor (later Sir) Ashley Mackintosh and Dr. Charles 
Howard Usher, who was then senior ophthalmic sur- 
geon. By the end of his resident appointment, under 
the influence and inspiration of his teachers, he decided 
to take up ophthalmology, and went abroad to continue 
postgraduate study at clinics in Vienna, Berlin, and Paris 
under Professor Fuchs and others. 

On returning to this country Smith went into private 
practice and was soon attached to the eye department 
at Aberdeen Royal Infirmary. At the outbreak of the 
first world war he was attached as a captain in the 
R.A.M.C. to the Ist Scottish General Hospital and re- 
mained with this unit until August, 1916, when the 43rd 
General Hospital was established as a daughter unit and 
posted to the British Salonika Forces. A little later he 
was attached to the 3lst Casualty Clearing Station 
(12th Corps Ophthalmic Centre) in the Dioran sector 
of the front. There he spent the greater part of his 
foreign service until April, 1918, when he was moved 
to the 50th General Hospital. In 1919, in recognition of 
his services to the Greeks, he was awarded the Hellenic 
Medal for military merit. In later years he would often 
refer with obvious pleasure to the three years he had 
spent in Macedonia. The country seemed to fascinate 
him, and he had the greatest regard for the Serbs both 
as a nation and as soldiers. His annual oration at the 
Salonika reunion was always looked forward to with 
the greatest of pleasure, as he seemed to have an almost 
photographic memory and remembered every village and 
hamlet he had ever visited. 

After the war Smith resumed his private practice and 
was attached to the Aberdeen Royal Infirmary and Sick 
Children’s Hospital, where he succeeded Usher as chief. 
and in addition he was a part-time lecturer in ophthal- 
mology in the university. For many years he gave 
valuable service to the Aberdeen Medico-Chirurgical 
Society, where his friendliness and courtesy of manner— 
reminiscent of an older generation—did much to weld 
the profession together. A member of the British 
Medical Association for thirty-seven years, he was 
assistant secretary of the Aberdeen Division from 1922 
to 1928, and when the Association held its Annual 
Meeting at Aberdeen in 1939 he served as a vice- 
president of the Section of Ophthalmology. 
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Some twenty years ago he acquired a property in the 
village of Newburgh, on the Ythan river about twelve 
miles from Aberdeen, and there with the devoted labour 
and the help of his wife he established one of the largest 
private bird sanctuaries in the country. This attracted 
many visitors from all parts of the British Isles. When 
in a recent months his health began to fail it was a great 
consolation to him to know that the university had pur- 
chased the property and was to carry on the sanctuary 
as a research station under the natural history depart- 
ment. His other great hobby was books, and he was an 
omnivorous reader from the latest thriller to the classics. 
He married the daughter of the late Rev. Dr. Alexander 
Spence, of Udny, she predeceasing him some six years 
ago.—A. A. 


LILY A. BAKER, M.B., F.R.C.S.1., M.R.C.0.G. 


Miss Lily A. Baker, who was for many years honorary 
assistant physician in charge of the antenatal depart- 
ment at Bristol] Royal Infirmary, died at Bath on June 
10 after a long illness. She was the first woman to be 
appointed a full member of the medical staff of. any 
teaching hospital in Britain outside London. Lily Anita 
Baker had a brilliant career as a student at the old 
Royal University of Ireland, graduating M.B., B.Ch. 
at that university in 1903 and at the University of 
Dublin in 1906. After holding the appointments of 
clinical clerk and external assistant at the Coombe Hos- 
pital, Dublin, and house-surgeon at the Drumcondra 
Hospital, she took the L.M. at Coombe Hospital. From 
1908 until 1911, when she moved to Bristol, Miss Baker 
was demonstrator in anatomy to women students in the 
medical school of Trinity College. Her first appoint- 
ment at Bristol was that of assistant surgeon to the 
Bristol Private Hospital for Women and Children. Sub- 
sequently she was gynaecologist to the Walker Dunbar 
Hospital for Women at Clifton and its associated out- 
patients department at the Read Dispensary. She 
became very well known in Bristol, being on the staff 
of several municipal antenatal clinics and also physician 
in charge of infant welfare clinics in the days when 
these were financed and run iargely by voluntary organ- 
izations. She opened a voluntary gynaecological clinic 
for working mothers in association with the University 
Settlement at Barton Hill. Later she became honorary 
consultant gynaecologist to the Freshford Cottage Hos- 
pital and the Eastern Dispensary, Bath. 

Miss Baker was elected F.R.C.S.I. in 1913, and in 
the following year began her association with the Bristol 
Royal Infirmary as acting obstetric registrar while the 
late Professor Walter Swayne was away on military 
service in the first world war. On his return she joined 
the medical branch of the R.A.F. and served in France 
and Germany until the end of 1919. An antenatal 
clinic in the department of obstetrics was established 
at Bristol Royal Infirmary in 1921, under Professor 
Swayne, and Miss Baker, then obstetric registrar, took 
charge of the clinic. Under her care it developed so 
rapidly that by 1926 1,250 new cases were attending 
annually. On October 26, 1926, the election committee 
of the governors of the Infirmary, with the unanimous 
support of the honorary medical staff, elected her to 
the newly created post of honorary assistant physician 
in charge of the antenatal department. The Medical 
Women's Federation gave a dinner in her honour to 
mark this occasion. In 1929 she was elected a founda- 
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tion Member of the Royal College of Obstetricians and 
Gynaecologists. 

Miss Baker was a skilled and experienced gynaeco- 
logical surgeon and obstetrician, and was much loved 
by her patients. She was noted for her kindness to 
young women doctors who were starting out in prac- 
tice at a time when this was unusual and something of 
an adventure. Some years ago she retired from active 
practice and went to live in Bath, but many of her old 
patients will experience a sense of personal loss when 
they hear of her passing.—M. F. P. 


Dr. A. R. WIGHTMAN died suddenly on May 1, nine days 
before his 67th birthday. Arthur Robertson Wightman was 
born in Edinburgh on May 10, 1889, and was educated at 
Merchiston Castle School and at Edinburgh University, 
graduating M.B., Ch.B. in 1912. As a young man Wightman 
distinguished himself at gymnastics and at lawn tennis. 
After holding a resident post at the Sheffield Royal Hospi- 
tal he joined the R.A.M.C. on the outbreak of the first world 
war in 1914 and was attached to the 6th Battalion of the 
Royal Scots Fusiliers, in which one of his brother officers 
was Major (now Sir) Winston Churchill. He was mentioned 
in dispatches for gallantry. After an interval in London, 
Dr. Wightman returned to Edinburgh and became clinical 
tutor to the late Professor G. Lovell Gulland. He pro- 
ceeded to the M.D., with commendation, in 1925. Among 
the appointments he held was that of gynaecologist to the 
New Town, Livingstone, and West dispensaries. He entered 
private practice in the famous Walter Scott House, 25, 
George Square, and will be remembered as one of the last 
of the purely private practitioners of the city of Edinburgh. 
He maintained the time-honoured standards of the profes- 
sion, giving his great skill and devoted personal attention 
to rich and poor alike. He retired a few years before the 
inception of the National Health Service and lived quietly 
in Edinburgh, where he is survived by his widow, Elspeth 
Martin Scott, and his son—aA. G. B. 


Dr. J. M. Copians, formerly senior honorary surgeon to 
the Dental Hospital, Johannesburg, was drowned on June 6 
while bathing at Capetown. He was 68 years of age. Dr. 
Coplans had an unusual career: his early bent was towards 
medicine, and later he turned to dental surgery, which for 
many years was his chief professional interest. But it was as 
a sculptor and an inventor that he acquired an international 
reputation. Joseph Moses Coplans was born at Canterbury, 
Kent, in 1888, the son of the Rev. Michael Coplans, and was 
educated at the Simon Langton Boys’ School, Canterbury. 
He took the Scottish triple qualification in 1912, and on the 
outbreak of the first world war in 1914 he was in South 
Africa and joined the South African Medical Corps, being 
severely wounded while on active service. In 1923 the King 
of the Belgians conferred on him the honour of the Cross of 
Chevalier of the Order of the Crown in recognition of the 
valuable services he rendered as director of dental services 
of the King Albert War Hospitals. Coplans had an eager, 
questioning mind, ai | the restlessness which was part of his 
nature was intensified by the permanent ill effects of the 
wounds he had received. As a sculptor he found release 
for some of his creative energy, and, being interested in 
people, he enjoyed the company of those who sat to him. 
He decided to take up dentistry, and obtained the diploma 
of L.D.S. of the Royal College of Surgeons of England in 
1921 after studying at the Royal Dental Hospital of London 
and in the dental department of University College Hospital. 
He then returned to South Africa, eventually becoming senior 
honorary surgeon to the Johannesburg Dental Hospital. 
Later he returned to London, and held a number of appoint- 
ments, including those of consulting dental surgeon to the 
Y.M.C.A. and honorary dental surgeon to the Ex-Services 


As an inventor he had over 100 
patents to his name. He demonstrated a giant ophthal- 
moscope to the Royal Society, and he and Dr. E. Coplans 
described in this Journal in 1926 an improved method of 
administering ethyl chloride. Coplans’s portrait busts of 
well-known people have been exhibited all over the world, 
that of George Bernard Shaw being in the British Museum. 
He is in fact the only contemporary sculptor represented 
there. Other busts sculptured by him are in the National 
Gallery of Ireland, the Fogg Museum of Art at Harvard, 
and the Kruger Museum, Pretoria. Some years ago Dr. 
Coplans returned to private medical practice in Capetown. 
He leaves a widow, two sons, and a daughter. 


Dr. J. F. Dinan, formerly consultant physician-in-charge 
of the physical medicine department at the North Middlesex 
Hospital, died at his home at Brookmans Park, Hatfield, on 
June 6 at the age of 38. John Francis Dignan was born in 
Kensington on May 12, 1918. He studied medicine at Trinity 
College, Dublin, graduating M.B., B.Ch. in 1942. Four years 
later he was elected a Fellow of the Royal College of Sur- 
geons in Ireland. After graduation he held the appointments 
of resident surgical officer at the Cheltenham General Eye 
and Children’s Hospital and senior surgical officer, with 
charge of the physiotherapy department, at the Gloucester 
City General (E.M.S.) Hospital. In 1950 he was appointed 
a part-time surgeon at the Llanelly and District Hospital 
under the Welsh Regional Hospital Board. His next ap- 
pointment was as civilian senior surgical specialist with 
the Army, and it was while serving in this capacity that he 
was first struck down by the illness which was later to cause 
his death. He knew then that he must give up surgery, 
and so he made a new career for himself in physical medi- 
cine, to which he became devoted, concerning himself parti- 
cularly with problems of rehabilitation. In 1952 he was 
appointed consultant-in-charge of the physical medicine de- 
partment at the North Middlesex Hospital, and from 1951 
to 1954 he also worked at the Garston Manor Rehabilita- 
tion Cea, near Watford. In the winter of 1954 he had 
another severe illness, which he bore with humour and 
without complaint. He returned to work, helping others 
with their rehabilitation problems, knowing that his own 
life was now limited. His colleagues will long remember 
his patience and courage. They will wish to extend their 
sympathy to his wife, Stephanie, whom he married in 1945, 
and to his parents and four brothers, all of whom are 
doctors.—A. P. H. R. 


E.T. D.C. writes: Perhaps a little might be added to 
what has already been written about Dr. LENA WALKER 
(Journal, June 16, p. 1432) to express the deep affection and 
respect in which she was held alike by her colleagues and 
patients. She was an early member of the Medical Women’s 
Federation, serving as president of the Birmingham Associa- 
tion from 1925 to 1927, and she continued to be an active 
member throughout her life. She had a strong personality, 
and her wisdom enhanced many discussions. In a world 
where it is so often said that medical education leaves no 
time for wider culture, Lena Walker was an example of one 
who found time for delight in music and art. Her many 
friends must have pleasant memories of time spent with her 
and her husband, enjoying their garden and their fine Bach 
records, or her own singing of Schubert, Brahms, Wolf, 
Elgar, and others. Again, during a Medical Women’s Inter- 
national Association meeting in Holland, what a pleasure 
it was to visit a gallery in her company. One who acted 
as locum during her severe illness in 1927 endorses the 
tribute already paid to her high standard of work. Her 
antenatal care of the patients in her practice was of an 
excellence rarely seen at that time, though it is standard 
practice to-day. She had great personal beauty, of which 
she seemed quite unconscious and which owed nothing to 
artifice: informed by her sincerity and goodness, it was 
a beauty which never dimmed throughout her life. 
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Medico-Legal 


OVER-ZEALOUS FIRST AID 
{From our Mepico-LeGAL CORRESPONDENT] 


Judgment was recently given in the Kingston-upon-Hull 
county court in favour of an employee in an action against 
his employers for damages for injury caused by the failure 
of the employer's first-aid man to take reasonable care in 
rendering first aid to his eye. The plaintiff's work consisted 
in using a motor-driven hand grinder on large iron castings. 
Although goggles with closely fitting ventilated eye cups are 
issued to all workers in the grinding shop, dust gets into their 
eyes, and they are inspected as a matter of routine before 
leaving work by a full-time first-aid man employed by the 
company, whose job is to remove any loose foreign bodies. 
He has a watchmaker’s glass to help in finding them. 

On October 18, 1955, the plaintiff's eyes were examined 
after work by the first-aid man of another department, as 
it was Sunday. They were irrigated and wiped with a 
cotton-wool swab, well wetted with eye lotion. Next day 
after work he complained to his own department first-aid 
man that his eye smarted, and a foreign body was found 
covered with a film and apparently left over from the day 
before. He proceeded to remove the foreign body with a 
bull-nosed spud, “sterilized” by dipping in spirit and 
wiping with cotton-wool, and thought he could do no harm 
in the course of the operation because the instrument was 
blunt. Next morning the eye was again sore, and after 
instilling sulphacetamide in the morning the first-aid man 
sent the patient to hospital in the afternoon. An infected 
corneal ulcer on the pupil margin was found. This was 
treated by phenol cauterization and subconjunctival injec- 
tions of “ mydricaine,” penicillin, and cortisone, with com- 
plete success. The plaintiff returned to work on November 
20, 1955, with slight superficial scarring and 6/6 vision. 

The judge found that the ulcer was caused by the exces- 
sive zeal of the first-aid man in using the bull-nosed spud 
to remove the filmed-over foreign body from the plaintiff's 
cornea, In letting his enthusiasm outrun his discretion he 
had been negligent, and for his negligence the employers 
were responsible in spite of their good work in instituting 
the safety precautions. He gave judgment for the plaintiff 
accordingly. 


Medical Notes in Parliament 


Complaints Against Doctors 

Mrs. LENA Jecer (Holborn and St. Pancras, South, Lab.) 
asked the Minister of Health how many complaints against 
doctors in the Health Service had been received by execu- 
tive councils since 1948 ; how many had been found without 
prima facie cause of complaint; and how many appeals 
against this decision had been lodged, and with what results. 
Mr. R. TurToN informed her on June 29 that the number 
was approximately 2,800. Separate records of cases found 
to disclose no prima facie grounds of complaint had not 
been maintained, but they formed a very small part of the 
total. 

Mrs. JeGeR asked how many complaints against doctors in 
the Health Service had been discussed by the medical ser- 
vice committees, and with what results. Mr. TURTON stated 
that 2,508 cases involving doctors had been concluded in 
7} years ended March 31, 1956. Of these, in 7 cases the 
dector’s name was removed from the medical lists of execu- 
tive councils : in 355 cases sums of money were withheld 
from the doctor’s remuneration : in 81 cases other action 
was taken, such as the reimbursement of expenses incurred 
by patients : in 301 cases the doctor’s attention was drawn 
to a breach of his terms of service ; and in 1,764 cases no 
action was considered necessary. 
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Mrs. Jecer asked whether, where complaints had been 
upheld, a record in permanent form was preserved, and 
how far such records were published or otherwise available 
to the public. Mr. Turton told her that the documents were 
retained in the Department's files. Reports of the Health 
Service Tribunal were issued to the press, and it was open 
to executive councils to make public the facts of any case 
coming before their medical service committees, but the 
name of the doctor involved was given only where the 
tribunal had directed removal from the medical list of exe- 
cutive councils. 


Psychiatric Out-patient Clinics 


Mr. A. BLENKINSOP (Newcastle-upon-Tyne, East, Lab.) 
asked the Minister of Health how many hospitals had regu- 
lar psychiatric out-patient clinics ; how many child guidance 
clinics with a psychiatrist in attendance were provided by 
local authorities ; and to what extent there was serious delay 
in obtaining appointments for preliminary diagnosis or at 
later stages of treatment. Mr. TuRTON stated on June 29 
that at the end of 1954 (the last year for which figures are 
readily available) out-patient clinics for mental illness and 
mental deficiency (excluding child guidance) were held at 
465 hospitals. He was not aware of serious delay in obtain- 
ing appointments, but he would gladly inquire into any case 
brought to his notice. He understood from the Minister 
of Education that local education authorities provided 195 
child guidance clinics with a psychiatrist in attendance. 


Report on Synthetic Detergents 

Dr. Barnet Stross (Stoke-on-Trent, Central, Lab.) asked 
the Minister of Housing and Local Government, on June 
26 what action he proposed to take on the report of the 
committee on synthetic detergents. Mr. DUNCAN, SANDYS 
said that he was examining the committee’s recommenda- 
tions. Before making any statement he proposed to give 
reasonable time for all concerned to consider the report. 
Dr. Stross urged him to take account particularly of the 
health factor, stating that according to the report it was 
possible for excessive phosphates to enter drinking-water. 
Mr. Sanpys replied that health considerations were naturally 
among the most important. 


National Service Examinations 


Mr. R. W. Sorensen (Leyton, Lab.) asked the Minister of 
Labour on June 26 what steps were taken to ensure that 
young men called up for National Service had their full 
medical reports, including a note of congenital and other 
defects, transmitted to the military authorities so that they 
had no need themselves orally to report their defects on 
arrival for training ; and what information he had of men 
found unfit despite previous medical certification to the 
contrary. Mr. lars Macteop replied that all documents 
concerning a man’s National Service medical examination 
were transmitted to the appropriate Service department in 
advance of the man's reporting for duty. He was advised 
that the proportion of National Service men discharged on 
medical grounds within a short period after entry to the 
Army and R.A.F. was 7 and 13 per 1,000 respectively. 


Milk Tablets in Schools 


Mr. Dennis Vosper, Parliamentary Secretary, Ministry of 
Education, told Mr. Somerville Hastings (Barking, Lab.) on 
June 28 that the longest continuous use of milk tablets for 
schoolchildren had been at one small school in an isolated 
rural area, where they had been used for more than a year. 
There was no evidence of any change in the health of the 
pupils. Mr. HaSTINGs pointed out that there were valuable 
nutrients in fresh milk that were not in syfficient quantity 
in the tablets, and asked that the nutrition of children 
receiving the tablets should be watched carefully. 
Mr. Vosper told him that a medical officer of health had 
recently visited the school and found no evidence of 
deterioration in health. The children were well nourished 
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and their general condition and physical development good. 
But he appreciated the point, and would keep a watch. 
Mr. HASTINGS wanted to know what had been the results 
of the Minister's inquiries into the use of milk tablets ; and 
in particular whether the tablets were taken by the children 
under supervision, as milk was, or given to them to be 
eaten at any time. Mr. Vosper said the inquiries were not 
complete, but reports so far showed that the consumption 
of tablets was supervised in the same way as milk was. 
Mr. Hastincs asked if the Minister had ever made a test 
of how long it took him to eat 10 tablets, and how many 
glasses of water were necessary to wash them down. These 
were significant factors if the teachers were to be sure that 
the tablets were consumed in school and not taken home 
to play with. Mr. Vosper said that both Mr. Hastings and 
he had consumed these tablets, and he no more than 
Mr. Hastings thought a great deal of them. The Minister's 
preference was for liquid milk, but that was not always 
possible. In the schools that had been examined the tablets 
were consumed in separate issues of five. 


Burns and Scalds 


Mrs. JENA Jecer (Holborn and St. Pancras, South, Lab.) 
asked the Minister of Health on July 2 if he would make 
notifiabie to medical officers of health cases of burns and 
scalds in the home treated by general practitioners or hos- 
pitals in order that health visitors and other qualified per- 
sons might visit the homes concerned to give advice and 
to ensure that the law was complied with. Miss Pat 
HornsBy-SMITH, the Parliamentary Secretary, said the 
Minister had no power to do this, but he was consider- 
ing what information concerning the frequency of such 
incidents hospitals could be asked to provide for medical 
officers of health. Mrs. Jecer said that in view of the 
appalling loss of life from accidents in the home it was 
time positive action was taken to enlist the help of the 
local authorities. Many of these accidents were prevent- 
able. Miss Hornssy-SmitH said that much education 
work on the prevention of accidents was being done by 
health visitors and home nurses. She did not think it 
possible to impose on general practitioners yet another 
category to make notifiable. 


Observation in Mental Cases 


The MINISTER OF HEALTH, replying to Dr. DonaLp 
Jounson (Carlisle, Con.), stated on July 2 that certified 
patients admitted to mental hospitals during 1954 and 1955 
were 20,256 and 19,098, respectively. Of these totals the 
proportions admitted after a period of observation in a 
general hospital were 15 and 14% respectively. Dr. JoHN- 
SON suggested extending the observation in wards of general 
hospitals. It could be done at comparatively little cost, 
and might make possible a considerable saving in mental 
hospitals. Mr. TuRTON said the figures he had given related 
to observation in general wards. If observation in mental 
hospitals was included the proportions would be 36 and 
37% respectively. Dr. Eprra SUMMERSKILL (Warrington, 
Lab.) asked the Minister if he was not concerned that about 
60°, of certified patients were sent into hospitals without 
observation. _Mr. TuRTON told her that the figures varied 
in different parts of the country. It was not a matter for 
the concern that Dr. Summerskill expressed. 


Tuberculosis Infection 


Mr. SomMeRviLLE Hastincs (Barking, Lab.) asked the 
Minister’: whether he was aware of the extent to which 
tuberculosis was distributed by elderly people with chronic 
coughs ; and what steps he was taking to persuade such 
people to have sputum tests and x-ray examination of their 
chests. Mr. TURTON said that he had no separate evidence 
on this, but its importance as a potential source of infec- 
tion had been brought to the notice of directors of mass 
miniature radiography units. Mr. HasTINGs said the only 
way to eliminate this infectious disease with certainty was 
to deal with the source of infection. Old people, particu- 
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larly men who smoked, were spreading the disease perhaps 
more than any other class of persons. Mr. TuRTON said 
he had no separate evidence to support that statement, but 
he was in entire agreement with the general view expressed 
by Mr. Hastings. 


Alcoholic Beverages Prescribed 


Mr. C. Gipson (Clapham, Lab.) asked the Minister what 
explanation had been given to his department for the pub- 
lished increases of expenditure on wines and spirits in three 
leading London hospitals. Mr. TurTON said he assumed the 
question referred to Dulwich, St. Francis, and St. Giles’ 
Hospitals, which were mentioned in a Sunday newspaper. 
These hospitals had a high proportion of long-stay cases in 
chronic-sick, orthopaedic, and tuberculosis units. The alco- 
holic beverages were principally stout and ale issued to 
patients on medical prescription. Mr. Gipson asked if he 
was satisfied that the increase in expenditure of nearly one- 
third was justified by a large increase in the number of 
patients. Mr. TurTON said he understood the hospital man- 
agement committee was looking into the matter. 


B.C.G. Vaccination 


Dr. BarRNet Stross (Stoke-on-Trent, Central, Lab.) asked 
what were the arrangemenis for making immigrants from 
Eire and the West Indies aware of the facilities available 
in Britain for protection against pulmonary tuberculosis ; 
and what steps the Minister proposed to extend the use 
of B.C.G. vaccine, now manufactured in Britain. Mr. 
TuRTON stated that the same arrangements applied to 
immigrants as to residents in this country. He was con- 
sidering what further advice he should give to local health 
authorities regarding the greater use of B.C.G. vaccination 
for the protection of schoolchildren before leaving school. 
Dr. Stross asked him to consider a further extension of 
this new preparation, not only for school leavers but for 
children aged 5 if the parents were willing to have them 
treated. Mr. Turton replied that British vaccine was not 
yet available for general use. He was considering sending 
a circular to local authorities urging them to offer vaccine 
for all 13-year-old children. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In Congregation on June 2 the degree of D.M. was conferred on 
J. C. F. Poole and the degree of M.Ch. on Harold Ellis. 


SOCIETY OF APOTHECARIES OF LONDON 


The following candidates, having completed the final examina- 
tion, have been granted the diploma of L.M.S.S.A.: 

A. M. Marcus, M. A. C. Lyon, P. R. S. Kjestrup, S. R. 
Harris, H. Bezzi, G) Wood, P. J. Sandison, J. B. Middicton, R. A. 
Harlow, H. Pambakian, J. B. B. Milne, D. H. Brennan, C. L. Wagstaff, 

L. Dodson, W. L. P. Gould, P. G. C — A. J. > D. A. 
Gilchrist, D. J. Dale, D. G. Thomerson, B. J. P. Wright, G. V. Lewis, 
E. P. Jackson, A. B. Gilmour. 

The following candidates were awarded the Diploma of 
Mastery of Midwifery: 

A. S. H. DeSilva, E. S. Linton, 
Swain, M. H. Turner. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


At a meeting of the Council of the College held on May 26, with 
the President, Mr. Charles D. Read, in the chair, the following 
were elected to the Council to fill statutory vacancies: As repre- 
sentatives of the Fellows, London, Mr. Frank Cook; England 
and Wales (excluding London), Mr. S. W. Maslen-Jones, Mr. 
J. A. Stallworthy; Scotland, Professor D. McK. Hart. As 
representatives of the Members, England and Wales (excluding 
London), Dr. Dorothy M. Shotton; Scotland, Dr. Matthew 
Garrey. 
The following were admitted to the Fellowship: 


V. HB. Barnett, G. Boyd, J. E. Giesen, A. D. T. Govan, S. W. J. 
Harbutt, S. Hi , D. Jefferiss, N. K. B. Kimbell, P. Malkani, K. A. 


L. Pratt, 


B. G. Pickles, A. H. Saddler, 1. H. F. 
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~ gn A. H. McLennan, J. D. Murdoch, E. L. ae L. B. 
Patrick, I. M. Robertson, Jane B. Roy, G. J. Stream, W. H. Tod 


The daisies were admitted to the Membership: 


£. A. Agius, D. G. Bonham, R. Bowman, R. J. M. Byrne, J. K. Craig. 
C. A. Cussen, R. P. De Bond, R. R. Elvidge, J. W. G. Evans, L. A. J. 
Evans, J. Eyton-Jones, Winifred J. A. Francis, C. O. Fung-Kee-Fung, 
J. G. Furber, R. H. Gelb, Anne L. M. Graham, R. G. Harbison, G, F. W. 
Hossack, G. F. Jolly, Anna R. Kemp, E. Lacy, J. D. Liewellyn-Jones, 
bt. V. Mackay, J. Mander, M. D. Manion, B. Measday, N. P. Nayak, 
R. W. A. Nel, J. P. O'Neill, G. M. Parkin, H. E. Reiss, L. L. Reif, 
Freda M. Roberts, S. B. Robertson, A. W. Russell, Jean M. Sharpe, P. F. 
Venter, L. M. Wolf. 
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Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1947-55 are shown thus , the figures for 
1956 thus --——-. Except for the curves showing notifica- 
tions in 1956, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 

The largest rises in the notifications of infectious diseases 
in England and Wales during the week ending June 16 were 
230 for whooping-cough, from 1,929 to 2,159; 203 for 
measles, from 3,184 to 3,387; 64 for scarlet fever, from 
575 to 639. The largest falls were 188 for food poisoning, 
from 413 to 225; 135 for dysentery, from 1,381 to 1,246; 
and 56 for acute pneumonia, from 329 to 273. The largest 
increases in the incidence of measles were 88 notifications 
in Southampton, from 57 to 145; 58 in Lancashire, from 
341 to 399. The largest decrease in the notifications of 
measles was 54 in Cheshire, from 108 to 54. The notifica- 
tions of whooping-cough rose by 53 in Yorkshire West 
Riding, from 200 to 253. Only small variations occurred 
in the local returns of scarlet fever. Three cases of diph- 
theria were notified, being 1 fewer than in the preceding 
week ; 2 of the cases were notified in Liverpool C.B. 

43 cases of acute poliomyelitis were notified during the 
week—-17 fewer for paralytic and 5 more for non-paralytic 
cases than in the preceding week. The largest returns were 
Lancashire 9 (Manchester C.B. 6, Liverpool C.B. 2); 
Somersetshire 5 (Yeovil M.B. 3, Yeovil R.D. 2); Surrey 5. 

For the twentieth consecutive week over 1,000 cases of 
dysentery have been notified, the total cases for this period 
being 31,409. This total is much in excess of the notifica- 
tions for the whole of the four years 1946-9 (23,026 cases), 
the years immediately preceding the commencement of the 
increase in the incidence of dysentery. During the week the 
largest centres of infection were Lancashire 207 (Blackpool 
C.B. 30, Liverpool C.B. 27, Bolton C.B. 25, Nelson M.B. 
14, Colne M.B. 13, Manchester C.B. 12, Preston C.B. 11, 
Eccles M.B. 10), London 168 (Wandsworth 40, Lewisham 
18, Shoreditch 12, Camberwell 11), Yorkshire West Riding 
124 (Leeds C.B. 32, Hemsworth R.D. 18, Doncaster R.D. 
15, Sheffield C.B. 15), Warwickshire 80 (Coventry C.B. 36, 
Rugby M.B. 17, Birmingham C.B. 16), Essex 70 (Epping 
and Ongar R.D. 18, West Ham C.B. 10, Colchester M.B. 
10), Middlesex 68 (Enfield M.B. 14, Willesden M.B. 10), 
Northumberland 60 (Ashington U.D. 42, Alnwick R.D. 10), 
Leicestershire 58 (Leicester C.B. 27, Hinckley U.D. 12), 
Lincolnshire 36 (Grimsby C.B. 15), Nottinghamshire 35 
(East Retford R.D. 18), Cheshire 28 (Longdendale U.D. 15). 
Isle of Ely 26 (Wisbech M.B. 26), Kent 26 (Chislehurst and 
Sidcup U.D. 11). 


Week Ending June 23 


Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 661, whooping- 
cough 2,164, diphtheria 5, measles 3,224, acute pneumonia 
248, acute poliomyelitis 63, dysentery 1,519, paratyphoid 
fever 18, and typhoid fever 2. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending June 16 
(No. 24) and corresponding week 1955. 


Figures of cases are for the countries shown and London administrative 
county Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ircland, 
and the 14 principal towns io Eire. 

A blank space denotes disease not notifiable or no return available 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 
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B.M.A. Visit to U.S.S.R.—In response to the invitation 
recently received by the Council of the Association from 
the Minister of Health of the U.S.S.R. and the President 
of the Academy of Medical Sciences of the U.S.S.R., 
arrangements have been made for the following 
members of the Association to visit the U.S.S.R. in 
August: Dr. Mary EssLeMont, member of the B.M.A. 
Council and Past President of the Medical Women’s 
Federation; Mr. IAN Fraser, member of the B.M.A. 
Council and President of the Royal College of Surgeons 
in Ireland; Dr. J. G. M. Hamitton, member of the 
B.M.A. Council and Physician to the Royal Infirmary 
of Edinburgh ; Sir Georrrey JEFFERSON, Emeritus Professor 
of Neurosurgery, University of Manchester ; Mr. J. RALSTON 
PATERSON, Director of Radiotherapy, Christie Hospital and 
Holt Radium Institute, Manchester; and Professor G. W. 
PICKERING, Professor of Medicine, University of London, 
and Regius Professor-Elect of Medicine, University of 
Oxford. They will fly to Moscow on August 4. Dr. 
ALEXANDER DUDDINGTON will accompany the party as 
secretary and interpreter. 


Royal Northern Hospital.—The centenary dinner of the 
Royal Northern Hospital was held at the Royal College of 
Surgeons on June 26, with Mr. R. J. McNett Love in the 
chair. In proposing the toast of the hospital, the DUKE oF 
GLOUCESTER said that a young surgeon, Mr. S. F. Statham, 
as a result of disagreement a hundred years ago with the pro- 
fessor of surgery at University College Hospital, had to 
resign; and he thereupon founded the Great Northern 
Hospital, now the Royal Northern Hospital. It was just 
over 20 years, the Duke continued, since he had succeeded 
his elder brother as president of the Royal Northern 
Hospital, and he was sorry he had to relinquish this posi- 
tion in 1948 to become patron. His family, the Duke said, 
had been closely associated with the hospital since 1859, 
when Queen Victoria and the Prince Consort had given their 
patronage to a concert to raise funds. The Royal Northern 
had reformed the out-patient system in hospitals and had 
been the first to institute a pay-bed scheme. Two past 
members of the staff in particular he would like to mention 
for whose services to his family he had reason to be deeply 
grateful—Lord Horder and Sir Lancelot Barrington-Ward. 
Mr. KENNETH WALKER, in reply to the toast, said he would 
like to give vignettes of three people connected with the 
hospital : the first was Robert Bridges, the second was Lord 
Horder, and the third the Duke of Gloucester. In proposing 
the health of the guests Mr. W. B. Gapriet referred to the 
Duke of Gloucester’s foreword to Dr. E. C. O. Jewesbury’s 
history of the hospital. They were, he said, much indebted 
to the Marquess of Northampton, who had been chairman 
of the hospital’s management committee from 1914 to 1938. 
Mr. Gabriel said he was sure the Minister of Health, Mr. 
R. H. Turton, who was with them as a guest, knew what 
they were after : he had a dream that they might one day 
have something like the new hospital at Montreal. “We 
want an enormous majestic increase in our beds.” Only 
with this expansion could the Royal Northern Hospital 
cater for the population around it. In reply Mr. R. H. 
TurToN said that the Royal Northern Hospital had one of 
the biggest out-patient departments in London. Unfor- 
tunately the pocket of the Minister was not bottomless. His 
first priority was to modernize existing hospitals and then 
to build new ones. To-day they saw good schools and good 
housing, but he feared that hospitals had to take third place. 
Other speeches in reply were made by Sir Harry Pratt, Dr. 
E. C. O. Jewessury, and Sir GoRDON GoRDON-TAYLOR. 


West London Medico-chirurgical Society——The 66th 
annual dinner of the West London Medico-chirurgical 
Society was held in the hall of the Royal College of Sur- 
geons on June 28, with the President, Mr. G. B. Woopp- 
WALKER, in the chair. Some 150 members and their ladies 


and guests met together in the informal and friendly atmo- 
sphere which makes this occasion so enjoyable. Proposing 
the toast of the President and the Society, Dr. T. F. Fox 
discoursed in a light fourth-leader style on the contemporary 
cult of bigness—the tendency to assume that everything 
that was bigger must be better. There was a right size for 
everything. He had heard it said that six was the right size 
of administrative unit to be under one supervisor : might 
that suggest that the right-sized family should have 12 
children? In more serious vein Dr. Fox went on to say 
that societies, such as the West London, of the right size, 
and formed spontaneously, stimulated the health of medi- 
cine, which, to quote the late Sir James Spence, “ depends 
on the health of its institutions.” Mr. Woopp-WALKER 
replied, and, in recalling the activities of the Society during 
the year, paid tribute especially to the work of the honorary 
secretaries, Dr. J. F. Goodwin and Mr. W. F. W. South- 
wood. Dr. E. H. HUDSON welcomed the guests, for whom 
Mr. A. Dickson WricHt and Dr. SEAWARD MORLEY 
replied. 


King Edward’s Fund.—The DuKE or GLOUCESTER presided 
at the 59th annual meeting of King Edward's Hospital Fund 
for London, which was held at the House of Lords on June 
26. In 1955, he said, the fund had maintained and developed 
the work of its three staff colleges and its numerous other 
activities, all of which were designed to assist the hospitals 
in their service to patients. In addition grants amounting 
to over £260,500 had been made to the hospitals. This total 
included some large grants to mental hospitals for projects 
which it was hoped would assist them in overcoming the 
handicaps of their old buildings and in offering their patients 
and staff the environment and facilities now thought favour- 
able for this most important branch of hospital work. 
Exceptionally large grants had been made to Goodmayes 
Hospital in Essex and to Warlingham Park Hospital in 
Surrey. At Goodmayes a grant of £43,000 had been set 
aside for a new building for occupational training, and a 
sum of £25,000 had been allocated to Warlingham Park 
Hospital for a building near the entrance where patients 
could meet their visitors and which could be used as a centre 
for social activities. A substantial series of grants had also 
been made to assist catering in mental hospitals. 


Albert Medal Awarded to Sir Henry Dale.-The Royal 
Society of Arts announces the award, with the approval of 
the Duke or EpinsuraoH, its President, of the Albert Gold 
Medal for 1956 to Sir Henry Date, O.M., F.R.S., “ for 
eminent service to science, particularly physiology.” 


College of General Practitioners.—A cheque for £960 has 
been received by the College of General Practitioners from 
Messrs. Pfizer Ltd—£30 for each of the College’s 32 
faculties—to promote the continuing education of the 
general-practitioner members and associates. This will be 
known as the Pfizer Postgraduate Grant, and the company 
has generously suggested that it will be the first of a series 
of annual grants. 


Fellowships in Clinical Research.—The Medical Research 
Council has made the following new appointments to 
Fellowships in Clinical Research for the academic year 
1956-7 : Dr. E. H. Cooper, medical registrar, St. Mary’s 
Hospital, London ; Dr. M. G. FirzGeRab, research fellow, 
the Royal Infirmary, Cardiff; Captain T. FREEMAN, 
R.A.M.C., junior specialist in pathology, Leishman Labora- 
tory, Aldershot ; Dr. E. MARLey, registrar, Maudsley Hos- 
pital, London; Dr. R. P. MicnaeL, research registrar, 
department of experimental neuro-endocrinology, Institute 
of Psychiatry, London ; and Dr. G. F. M. Russett, regis- 
trar in neurology, Northern General Hospital, Edinburgh. 


Food Hygiene Regulations.—Some further provisions 
under the Food Hygiene Regulations came into operation 
on July 1. The delay has been to allow traders time to 
make structural and other changes in their premises. The 
main features of the new provisions are as follows: 

(1) Articles and equipment used in a food business wherever 
it is carried on must now be designed so that they can be 
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thoroughly and easily cleaned, and give adequate protection from 
contamination. (2) In most cases wash-hand basins, sinks, and 
constant hot and cold water must be provided in food premises. 
(3) In certain circumstances there must be accommodation on 
foed premises for outdoor clothing and footwear of those work- 
ing in the premises. (4) The use of a room communicating 
directly with a sleeping-place for the handling of open food is 
prohibited. (5) Requirements are laid down as regards the tem- 
perature at which certain foods that provide a particularly 
favourable medium for food-poisoning organisms shall be kept 
on food premises where food is supplied for immediate consump- 
tion. (6) Washing facilities (including hot water) must be pro- 
vided on stalls and vehicles where open food is supplied for 
immediate consumption. 


The Regulation dealing with the construction and equip- 
ment of vehicles used for the transport of meat also came 
into operation on the first of the month. 


Care of Homeless in War.—Under two Orders in Council 
the civil defence responsibilities of the Ministry of Health 
for the care of the homeless in the event of war were trans- 
ferred to the Ministry of Housing and Local Government 
on July 1. The Ministry of Housing already includes billet- 
ing and evacuation of civilians among its civil defence 
responsibilities. 


“ Getting Married.” —Family Doctor has issued a popular 
booklet for those about to marry. It takes the form of a 
200-page glossy-covered, magazine-style small book, designed 
and produced by Roger Smithells Editorial and Publishing 
Services. The price is one shilling. It contains some 40 
short articles on such subjects as the factors which make 
for success in marriage, children, the management of the 
wedding and honeymoon, and advice for the bride on home- 
making and cooking. 


Queen's Honorary Physicians.—The following were 
gazetted Honorary Physicians to Her Majesty the Queen 
on June 29: Dr. H. K. Cowan, C.M.O., Department of 
Health for Scotland; Professor I. G. Davies, M.O.H., 
Leeds ; Dr. G. C. Ketty, S.A.M.O., South-western Regional 
Hospital Board; Dr. C. G. Macer, D.C.M.O., Ministry of 
Pensions and National Insurance ; Dr. F. F. Main, C.M.O., 
Ministry of Health and Local Government, Northern Ire- 
land ; and Dr. J. A. Scorr, M.O.H., London County Council. 
The appointments are for a period of three years. 


R.S.M. Library Regulations—The Royal Society of 
Medicine has circularized draft library regulations to take 
effect from October 1. The principal change is that postage 
on books and journals would be borne by borrowers, and 
not by the Society as at present. There would also be some 
stricter control of admission to the library. 


COMING EVENTS 


British Association for the Advancement of Science.—The 
annual meeting will be held at Sheffield, August 29 to 


September 5. 


Medical Photography Conference.—The seventh con- 
ference of the medical group of the Institute of British 
Photographers will be held in London in September. 
Those wishing to submit papers are invited to communicate 
with the conference convener, Mr. N. K. Harrison, depart- 
ment of medical photography, St. Bartholomew's Hospital, 
London, E.C.1. 


Tuberculosis Educational Institute.—-Postgraduate course 
for doctors on “Tuberculosis in Children and Young 
Adults,” September 10-14. Details from the Institute, Tavi- 
stock House North, Tavistock Square, London, W.C.1. 


High-speed Photography.— Third international congress on 
high-speed photography will be held from September 10 to 
15 at the Government Offices, Horseguards Avenue, London. 
The applications group will include biology and medicine, 
and an exhibition will demonstrate the latest cameras and 
flash equipments. Details from the congress secretariat, 
D.S.L.R., Charles House, 5-11, Regent Street, London, S.W.1. 
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NEW ISSUES 


Abstracts of World Medicine.—The July issue (Vol. 20, No. 1), 
whi-h is now available, contains abstracts of important papers 
drawn from medical and other scientific journa's published in 
some 20 different countries and in all five continents. The 
subjects covered range over the whole field of clinical medicine 
and include pathology, pharmacology, and chemotherapy ; there 
are also sections dealing with physical medicine, medical genetics, 
public health and industrial medicine, anaesthetics, and radiology. 

Issued monthly ; annual subscription £4 4s., single copy 
8s. 6d. ; a specimen will be sent free on request. 


thalmic Literature—Two new issues are available, Vol. 
8, No. 6, and Vol. 9, No. 3. On June 23 (p. 1498) we wrongly 
stated that the new issue available was Vol. 9, No. 2; this 
issue was published last December. 
11, No. 2) is now available. 


Thorax.—The new issue (Vol. 


The contents include: 


Venreicutar Fisrmtation During Hypotuermia SuccessFutLy TREATED 
REWARMING AND E. Husfeldt and O. Secher 

Seprat Derect with Patent Ductus ARTERIOSUS AND 
Deatu Due Tro Rupture of Dissecting ANEURYSM OF THE PULMONARY 
ARTERY INTO THE Pericarpium. H. A. Fleming 

Tue PatrHotocy or Honervcoms Lune. A. G. Heppleston 

Weoener’s Granutomartosis. P. O. Leggat and E. W. Walton. 

N. Wynn-Williams 


IpropaTHic PULMONARY HAEMOSIDEROSIS IN AN ADULT. 
and R. Douglas Young 

Putmonary Hasmosiperosis AssociaTeD with Broncniectasis. A. H. 
Cameron. 

SPONTANEOUS PNEUMOTHORAX IN SCLERODERMA. M. S. Israel and B. J. S. 
Hariey 


ANOMALOUS PULMONARY aND Systemic Venous Dratnace. A. A. Fitzgerald 
Peel, K. Blum, J. C. C. Kelly, and T. Sempie. 
Locatizeo “ Atveotar Tumour witn 
W. J. Hanbury and |. M. Hill. 

Factors INFLUENCING THE AtTrack Rate OF PULMONARY TUBERCULOSIS. 
A. L. Cochrane, T. Francis Jarman, W. E. Miall, and R. G. Carpenter. 

BroncHoorarnic STupIES AFTER RESECTION FOR PULMONARY TUBERCULOSIS. 
J. Edgar Wallace and Ruth Pillman 

Late Resutts or ResecTIONS POR TUBERCULOSIS OF THE UppER 
E. Hoffman. 


Published quarterly; annual subscription £2 2s 
12s. 6d.; obtainable from the Publishing Manager, 
House, Tavistock Square, London, W.C.1. 


INVOLVEMENT. 


Lose. 


single copy 
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SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending Iectures marked @. 
Application should be made first to the institution concerned. 


Tuesday, July 10 

Royvat CoLtece oF SurGEONS OF ENGLAND.—S p.m., Hunterian Lecture by 
eauees S. S. Anand: Hypertrophic Leo-caecal Tuberculosis in Indian 
atients. 


Wednesday, Ju'y 11 

Rovat OF SuRGeONs oF EpinsurGH.—3.30 p.m., Sir James Paterson 
Ross: Nodular Goitre. 

Royat Or SURGEONS OF ENGLAND.—S p.m., Bernhard Baron Lecture 
by Professor D. Slome: The Buckston Browne Research Farm. 

Royat Society or HeattH.—6 p.m., Dr. W. G. Senior: Role of the Public 
Health Nurse in Preventive Dentistry. 


Friday, July 13 


BrocHeMicaL Soctety.—At Department of Biochemistry, University of Leeds, 
il a.m., symposium: Metals and Enzyme Activity. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Freeman.—On June 30, 1956, at Lancaster Royal to Mary 
(formerly Naunton), wife of Granville Freeman, a 
.—On June 20, 1956, at Lincoln, to Monica _— Murphy), 
M.B., Ch.B., M.R.C.O.G., wife of Anthony J. H. Reford, M.B., B.Ch., 
DR. C.0.G., a sister for Marjorie, Catherine, and Peter John. 


DEATHS 


Archer.On June 17, Westport Road, Wareham, Dorset, Charlies 
William Archer, M.B., F.R.C.S., J.P., aged 71. 
Ebrmann.—On June 17. ise at Herne Bay, Albert Ehrmann, 
O.B.E.. T.D.. M.R.C.S., L.R.C.P., aged 92. 
Andrew's Hospital, George Gold- 
formerly of Cork. 


. 1956, at St. 
L.R.C.P.&S.Ed., L.R.F.P.S., of London, N.W., 

Windsor, 

Maurice Willoughby Haydon, M.R.C.S.. L.R.C.P., Surgeon Captain, 


Kent, 


Haydon.—On June 18, 1956, at King Edward VII ‘Hospital, 


R.N., retired, of The Chalet, Dukes Wood Drive, Gerrards Cross, 
Bucks, aged 79. 
June 25, 1956, William Edward Hopkins, M.C., M.D.. 


of Garth, Newstead Road, Southbourne, Bournemouth, Hants. 
Preston.—On June 23, 1956, John Campbell Preston, M.B., Ch.B., Maior, 
R.A.M.C., retired. 

—On June 22. 1956, at Jersey, Charlies Robert Sclous-Jones, 
M.R.CS., L.R.C.P.. D.P.H., of Durrant House, Western Road, Canford 


Cliffs, Bournemouth. Hants. 

-—On June 23, 1956. at the Northern Hospital, Dunfermline, 
Alexander Stephen, M.B., Ch.B., of Strathmore, 30, Windmill Road, 
Kirkcaldy, late of Lochgelly, Fife. 

Woodcock.—On June 15, 1956, Henry Chadwick Woodcock, M.B.E.. 
— L.R.C.P., of 7, Cannon Road, Southgate, London, N., and 
icester 
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Further progress in the treatment of hypertension 


The autonomic ganglion blocking agent, pentolinium tartrate is now 
widely acknowledged as being the most satisfactory single substance 
available for the reduction of raisec arterial pressure. It is effective when 
given orally, has a powerful and prolonged hypotensive action, and 
when used with care in selected cases not only permits a resumption 
of more normal activities but frequently arrests or even reverses the 
organic changes resulting from sustained hypertension. 
Recently it has been shown that considerable advantage is to be gained 
by using ‘Ansolysen’ in conjunction with the hypotensive and sedative 
alkaloid, reserpine. This combined therapy not only minimizes some 
of the effects of parasympathetic blockade associated with the unselec- 
tive ganglion blocking action of ‘Ansolysen’, but also permits a 
reduction in the effective dose of this drug. 
Detailed information is available on request. 


‘ANS 
PRESENTATIONS 


*ANSOLYSEN ’—Tablets of 10, 40 and 209 mgm: 0-5 per cent and 2-5 per cent 


solutions for in‘ection ; 1 per cent and 2-5 per cent solutions for injection (with 
0-5 per cent ephedrine hydrochloride) * 


RESERPINE—Tablets of 0:25 mgm. and 0-5 mgm. 


PENTOLINIUM TARTRATE brand 


MAB brand Medical Products 


23 


OLYSEN 


pisrRipvrors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 


*x The 


Ansolysen’ 


Retard Solutions of 
and of ‘Vegolysen’ 


brand hexamethonium bromide have 


_ now been discontinued, and re- 


placed by _ solutions containing 
similar quantities of hypotensive 
agents, together with 0.5 per cent 
ephedrine hydrochloride to delay 


absorption from the site of injection. 


Care may be necessary in using these 
new presentations in patients in whom 
the Retard Solutions have hitherto been 
employed, as the full hypotensive effect 
may be slightly more rapid in onset. 


MANUFACTURED BY 


MAY & BAKER LTD 


MA 3171 


DAGENHAM ESSEX 
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New colourless paint for the treatment of 


CHRONIC PARONYCHIA and TINEA PEDIS 


Monphyto is an advance in the treatment of the more 
intractable dermatoses due to yeasts and fungi (dermato- 
phytoses). The paint contains agents which deal effec- 
tively with both these types of vegetable ry and is 
therefore useful where the clinical picture could be due 
to either dermatophyte. Rapid relief of symptoms 
occurs. The unpleasant burning, throbbing or itching 
subsides. The inflammation resolves and normal 
anatomy becomes restored. At the same time reinfection 
is prevented. 


This preparation is superior to ointments and creams 
because the effective agents are not held back in the oil 
or higher alcohol base by physical partition. The base 
of Monphyto paint is rapidly volatile. The paint is 
colourless, simple to apply and not messy in use. It 
is therefore acceptable where prophylactic application 
is indicated. 


indications Active constituents 

per 100 ml. 
MONILIASIS (Yeasts) 
Chronic Paronychia* Boric Acid B.P.2% 
Intertrigo Chiorbutol B.P.3% 


Erosio interdigitalis 

*See Brit. Med. J., (1955), 
2, 1623, for use of Monphyto 
in this condition. 

TINEA (Fungi) 

Tinea pedis 

Tinea cruris 

Tinea circinata 

Tinea unguium 


Methy! salicylate B.P.18% 
Salicylic Acid B.P.12% 
Undecylenic Acid B.P.5.5% 


MONPHYTO Colourless Paint for Dermatophytoses 


Regd. Trade Mark 


Prescribable under N.H.S. on Form E.C.10. 


Literature on request 


LABORATORIES FOR APPLIED BIOLOGY LTD. 
91, Amhurst Park, London, N.16. 


ABSTRACTS OF . 


WORLD MEDICINE 


A monthly journal of informative abstracts — 
covering every important article published in over 
1,600 medical periodicals throughout the world — 
dealing in each issue with a comprehensive range 
of subjects. 


FOR THE SPECIALIST 

to keep him informed of work in progress in other fields 
as well as his own 

POR THE GENERAL PRACTITIONER 

to enable him to keep abreast of new developments in 
every branch of medicine. 

FOR THE POSTGRADUATE STUDENT 

to give him a synoptic view of current progress and a 
guide to further reading. 

FOR THE MEDICAL LIBRARY 


to provide an invaluable supplement to its existing 
resources 


ANNUAL SUBSCRIPTION (\2 tomes) 04 45, USA. AND CANADA $13.90 


A specimen copy may be obtained free from the Publishing Manager 


BRITISH MEDICAL ASSOCIATION 


"B.M.A. House, Tavistock Gust. London, W.C.1 
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Visit Europe’s Loveliest 
Cities with 


4 


A Mediterranean cruise this 
year—just the thing. Choose 
your ship—book the date fora 
holiday you will remember. 
Each cruise offers you health, 
comfort, es and 
ood living, with t as 

necting new sails 14th July for 14 days. 


seeing new places. ‘ARCADIA’ ,, 14th July ,, 20 days. 


Wide choice of first-class “ eerta’ 28th July ,, 13 days. 
modation on these cruises CHUSAN’ 4th Aug. ,, 13 days. 
en sccommed “1BERIA’ » Ilth Aug. ,, 13 days. 

* CHUSAN* »  '8th Aug. ,, 13 days. 


Tearing Cant Aug. 9 
14th July. 25th Aug. .. 14 days. 


Further aetails from YOUR LOCAL AGENT or from: 


P & O 14/16 COCKSPUR ST., S.W.1 WHI 4444 
122 LEADENHALL ST., E.C.3 AVE 8000 
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ANY QUESTIONS ? 


Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Intragastric Oxygen for Asphyxia Neonatorum 
Q.—Please describe the technique of giving intragastric 
oxygen in cases of asphyxia neonatorum, and its hazards. 

What apparatus is advised for use in general practice ? 


A.—The apparatus required for giving intragastric oxygen 
consists of an intragastric double catheter of either rubber 
or polyvinyl tubing, an oxygen cylinder, a Woulfe’s bottle 
or flowmeter, a bottle or bowl of water, and extra tubing 
or glass connecting-pieces. The catheter is illustrated in a 
recent refresher course article by Dr. A. P. Norman.‘ 

The child’s head is extended and the tube is guided into 
the back of the pharynx ; it always -passes into the oeso- 
phagus, the vocal cords being closed. The stomach should 
then be aspirated. One end of the double catheter is led 
into the bottle of water and the other attached to the 
oxygen cylinder, with the Woulfe’s bottle between the 
cylinder and the catheter. The oxygen is then run into the 
stomach and fills the whole of the intestines. Bubbles are 
seen leaving the exit tube, which acts as a safety valve. 
It may be necessary at first to run the oxygen at more than 
1 litre a minute, but for absolute safety the rate should be 
kept down to 200-300 mi. per minute or tosa gentle flow 
of bubbles in the Woulfe’s bottle. 

A possible risk from the use of intragastric oxygen is 
that too fast a flow may distend and even rupture the 
stomach, This is only likely to happen if the child has a 
congenital stenosis or atresia of the intestines and if the 
exit tube becomes blocked. The risk is negligible if a 
free flow of bubbles is maintained from the exit tube. 


REFERENCE 
2 Norman, A. P., British Medical Journal, 1956, 1, 37. 


Allergic Rhinitis 
Q.—What treatment is advised for an allergic rhinitis 
associated with chronic ethmoiditis and sensitivity to Strepto- 
coccus viridans? Antihistamines have been used with some 
success. If their continuance is recommended, which is best 
for prolonged use ? 


A.—More often than not cases labelled allergic rhinitis 
are not due to specific allergic responses. However, where 
a specific allergen is found, an extract should be made and 
desensitization carried out, and contact with the allergen 
reduced as much as possible. 

If no specific allergen is found, a non-specific reactivity of 
the mucosa is held to account for the rhinitis (vasomotor 
rhinitis). In such cases physical factors such as temperature 
and humidity, as well as chemical irritants, may play a part, 
and if recognized they must be avoided. Similarly, psycho- 
logical factors in the form of stress and emotional disturb- 
ances have been shown to be responsible in some cases of 
the non-specific type. 

Chronic “allergic” rhinitis is associated with changes in 
the mucosa of the nose and sinuses which range from a mild 
oedema to gross polyposis. Such changes impair drainage 
and lead to varying degrees of infection. Among the organ- 
isms likely to be encountered is the ubiquitous Streptococcus 
viridans. No definite evidence has been offered to prove 
that allergic rhinitis is caused by a hypersensitivity to this 
organism, or that a vaccine prepared from it is an effective 
cure per se. 

The secondary infective element of specific or non-specific 
allergic rhinitis may be treated by the appropriate antibiotic. 
Operations on the sinuses may be demanded for the relief 
of the infection, but not for that of the allergic manifesta- 
tions unless there is gross polyposis. 


Antihistamines taken systemically are often effective in 
preventing the symptoms of rhinorrhoea, sneezing, and nasal 
obstruction, provided polyposis and obvious clinical infec- 
tion are not present. But if these drugs are used excessively 
and over a long period in the form of nasal drops and 
sprays (often in combination with strong vasoconstrictors) 
the mucosa is liable to become further congested and 
irritable (rhinitis medicamentosa). Patients vary in their 
response to the different antihistamines and in the side-effects 
they experience, so that it is usually by trial that the selec- 
tion is made. Even so the one chosen may need to be 
changed, as often it tends to become ineffective after a time. 
Local treatment by cortisone or other steroid hormones is 
under trial, and caution must be exercised with them in 
case the amount absorbed should have systemic effects. 

If the nasal obstruction is due to hypertrophy and per- 
manent congestion of the inferior turbinate this should be 
reduced, often most effectively by submucosal diathermy. If 
polypi develop they may be removed at intervals under local 
analgysia, but old-standing infected and recurrent polyposis 
may require an external ethmoidectomy. - 


Malaria Prophylactics and Anticonvulsants 


Q.—is there any known antagonism between drugs used 
for malaria prophylaxis and those used in the control of 
epilepsy? A child whose epilepsy had been well controlled 
by phenobarbitone and paramethadione for four months 
began having six or seven attacks of petit mal daily shortly 
after starting malaria prophylaxis with proguanil. A change- 
over to troxidone produced no improvement, but there has 
been some diminution in the frequency and intensity of the 
attacks since replacing the proguanil by amodiaquine. 

A.—No antagonism is known to exist between malarial 
prophylactics and drugs used in the control of epileptic 
attacks. In particular proguanil is not known to have any 
such antagonistic effect, and its chemical constitution would 
not lead one to expect such an effect. It is now ten years 
since the drug came into common use ; many epileptics have 
taken it during this period, and if it did render the disease 
more difficult to control it is almost certain that this would 
have become known by now. 


Advances in the Treatment of Hepatic Cirrhosis 


Q.—What recent advances have there been in the man- 
agement of patients with cirrhosis of the liver? 

A.—There is no cure for hepatic cirrhosis, and, if the 
condition is discovered accidentally—for instance, at laparo- 
tomy—and the patient is symptom-free, no treatment is neces- 
sary except to advise total abstention from alcohol and a 
good mixed diet. Vitamin-B complex may be added, parti- 
cularly if the alcoholism can be indicted in the aetiology 
of the cirrhosis. 

Modern advances have been in the management of com- 
plications. Bleeding from oesophageal varicose veins can 
usually be controlled by the oesophageal compression-tube, 
which is inflated in the oesophagus and exerts pressure on 
the varices. Later complete relief from this symptom may 
be given in carefully selected patients by anastomosing the 
portal vein with the inferior vena cava, and so reducing 
pressure in the portal vein and allowing the varices to 
collapse. Ascites is no longer treated by the traditional 
repeated paracenteses, but by rigid dietary salt-restriction 
and the use of mercurial diuretics. This regime must be 
initiated in a hospital with first-class dietetic facilities, and 
two to three months in hospital are usually necessary before 
out-patient management is possible. 

The other advance in treatment has followed the better 
understanding of the pathogenesis of hepatic coma, and 
the earlier recognition of the changes (confusion, “ flapping i 
tremor, fetor hepaticus) which precede coma. Hepatic coma 
is mainly due to an intestinal protein intoxication. A 
nitrogenous substance, which may be ammonia, is produced 
by bacterial action on protein and carried to the brain 
through a diseased liver or via portal-collateral vessels. This 
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is the rationale for the treatment of hepatic coma and pre- 
coma by complete protein withdrawal and oral chlortetra- 
cycline. Calories are maintained by oral or, if necessary, 
intravenous hypertonic glucose. As the patient improves 
dietary protein is added to the limit of tolerance. It must 
be emphasized that this treatment is given only to those 
patients in hepatic coma or pre-coma. 


Convalescence after Lio-femoral Thrombophlebitis 


Q.—When may a woman who has had an ilio-femoral 
thrombophlebitis safely (a) get up, (b) resume sexual inter- 
course? She is troubled by marked pelvic and genital con- 
gestion and an almost irrepressible libido. 


A.—A patient with thrombophlebitis of the ilio-femoral 
vein may be allowed to get up for a short time as soon 
as anticoagulant therapy has been established, but it is 
wise to support the limb with an efficient bandage or elastic 
stocking to prevent an increase of the swelling and oedema. 

The excessive libido mentioned is probably due to 
secondary thrombosis of the veins within the clitoris and 
what amounts to priapism of that organ. It is likely to 
persist for some weeks until the veins have recanalized or 
collateral venous channels opened up. There is no reason 
for forbidding sexual intercourse in such a patient once the 
acute stage has passed. 


Premature Baldness in Men 


Q.—To what extent is early baldness in men hereditary ? 
Is the texture of the hair any guide to prognosis in this 
respect ? 

A,—Premature baldness is a hereditary characteristic trans- 
mitted as a dominant gene from father to son. It is recessive 
in women, who may, however, transmit the characteristic. 
The situation is rendered more complex by the fact that 
the development of baldness is also influenced by the male 
sex hormone, in the absence of which it does not occur: 
eunuchs do not develop baldness, but may do so if treated 
with testosterone propionate, provided that they have the 
hereditary predisposition. 

Without a detailed family history it is not possible to 
predict the chances of progeny inheriting baldness, but it 
can be stated that there are at least equal chances of any 
son of a prematurely bald father becoming bald early. 
This is based on the assumption that the mother is normal 
and the father is heterozygously affected. If the father is 
homozygous for the gene, all sons will be affected. 

I am aware of no observations attempting to relate texture 
of hair to the subsequent development of baldness. Such 
attempts would have to be made after puberty, as the 
texture changes considerably between infancy and puberty. 


Radiation from Television 


Q.—What radiation dose does a person receive who 
watches television regularly? How does it compare with 
the unavoidable dose received from the general environ- 
ment? What is the additional genetic risk ? 


A.—X rays are produced whenever a beam of electrons 
strikes an obstacle in their path, and this occurs in television 
sets when the electrons hit the fluorescent screen. The 
intensity and penetrating power of the x rays depend on the 
voltage in the tube; both increase very rapidly with the 
voltage. 

Most of the television sets in present use work at such 
low voltages that the very soft x rays produced are practi- 
cally all absorbed in the glass of the screen. Projection sets 
operate at higher voltages, but in this case an extra absorber 
is usually put into the path of the x rays, so that once again 
there is hardly any radiation emerging, provided the set is 
kept inside its container. The total dose received by the 


population from watching television has been estimated to 
be much less than 1% of the dose received from natural 
radiation, and the genetic hazard is consequently insigni- 
ficant. 
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T.A.F. and Sensitivity to Serum 


Q.—Horse serum, in the form of diphtheria antitoxin, 
enters into the preparation of T.A.F. diphtheria prophy- 
lactic. Is there any danger that immunization by this 
prophylactic may lead to sensitization to therapeutic sera ? 


A.—As T.A.F. (toxoid-antitoxin floccules) contains a small 
amount of horse serum it is unsuitable for the immuniza- 
tion of allergic or asthmatic subjects. Moreover, allergic 
reactions have very rarely been reported in persons with 
a history of injections of T.A.F., so that there appears to 
be a slight risk of sensitization whenever it is administered. 
This possibility must not be exaggerated. 

A syringe and adrenaline (1 in 1,000) should always be 
within immediate reach when an injection of T.A.F. (or 
any other prophylactic or serum) is given, whether the sub- 
ject is known to be allergic or not. 


NOTES AND COMMENTS 


Disturbed Sleep in Children.— Dr. R. J. Bennison (Harrogate) 
writes: Your expert recommends chlorpromazine for the treat- 
ment of disturbed sleep in children (“ Any Questions ? " June 9, 
p. 1377). In view of the well-known risk of liver damage due to 
this drug, I find this surprising. Surely chloral, if necessary in 
a larger dose than normal, would be more satisfactory. I have 
found that chloral, syrup. simplex, and rosehip syrup make an 
acceptable nightcap. It should be given before the teeth are 
cleaned. 

Our Expert replies: Chlorpromazine in the dose recommended 
is unlikely to cause liver damage, and chloral had already been 
tried by the questioner and found inadequate. It was not in- 
tended that chlorpromazine should be the first choice in treating 
disturbed sleep-rhythm. 


Piercing for Ear Rings.—Dr. J. T. Rowe (Basingstoke) writes: 
I have read the answer under this heading (“* Any Questions ? ” 
June 2, p. 1312). I have performed this small operation hun- 
dreds of times in the last few years, and must disagree with the 
method suggested in your answer. Lubrication and rotation of 
the ring is the best way of producing a septic ear-lobe. The 
ring should not be moved after insertion until the lobe is quite 
healed. I, in fact, use a special stud and find the results far 
more satisfactory than that of using a ring. I also use a small 
punch, which produces better results than a trocar and cannula 
or a large-bore hypodermic needle. 

Our Expert rep'ies: Dr. Rowe states that “ lubrication and 
rotation of the ring is the best wav of producing a septic ear- 
lobe.” I have never encountered this complication myself, and 
a large and reputable firm of jewellers who have been piercing 
ears for many years state that they have never seen it either. 
With regard to the use of the special stud, I quite agree that 
this would probably be easier to insert than the usual sleeper 
ring, but it is not generally available. The simplest method for 
the doctor who does this operation only very occasionally is to 


obtain standard sleepers, as these may be bought at any 
jewellers. 
Books of “ Any ?”"—The second and third volumes 


of “Any Questions?” are available, price 7s. 6d. (postage 
6d.), from the Publishing Manager, B.M.A. House, Tavistock 
Sauare, London, W.C.1, or through any bookseller. Each con- 
tains some 200 selected expert answers, and the third volume a 
cumulative index to the three published books. 


All communications with regard to editorial business should be addressed 
to THE FDITOR, Bartisu Mepicat Journat, B.M.A, House, Tavistock 
Square, Lonpon, W.C.1, Tetepu@ne: EUSTON 4499. TeLecrams: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
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Westcent, London. 
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THE DAIN FUND 


REPORT OF THE TRUSTEES 


The trustees of the Dain Fund report an increasing number 
of requests for help and advice during the year ended April 
30, 1956. It has been possible for the fund to continue the 
grants for the school year 1955-6 to eight old applicants 
and, in addition, to assist fifteen new cases. The continuing 
grants involved an expenditure of £751. Satisfactory reports 
have been received on the progress of these children from 
the schools and universities at which they are studying. 

Emergency grants totalling £320 to meet sudden financial 
emergencies were made in connexion with three of the new 
cases. The first was a young dental student, who asked for 
assistance towards the costs of her final year of training. 
Her tather, a doctor, had died some years ago, and her mother, 
also a doctor, had been taken seriously ill and was unlikely 
to be able to work again. The second was a doctor’s widow, 
who asked for help towards the school fees for her son who 
is in his final year at school. In the third case a doctor made 
application for assistance towards the maintenance of her 
son in his final year at college. She had been ill for over 
a year and therefore unable to work. Her savings were 
rapidly being used, and she received no help from her 
husband, from whom she is separated. 


New Cases 


The following particulars of some of the 15 other new 
applications indicate the sort of cases in which the fund 
has been able to help. 

A doctor’s widow asked for help with the educational ex- 
penses of the four of her ten children who are stiil at school. It 
was possible, in co-operation with the local medical commit- 
tee and the Ladies’ Guild of the Royal Medical Benevolent 
Fund, to assist her to a very large extent. Another doctor’s 
widow applied for assistance for her two children, both at 
school. A grant was made to enable the children to remain 
at their schools while arrangements were made for their 
future education. In another case a doctor’s widow required 
assistance to enable her to keep her daughter, who is spastic, 
at a special school. The fund, in co-operation with two local 
medical committees, accepte@ responsibility for the child's 
education. 

A doctor's widow asked for help towards her daughter's 
school fees. The child is clever, and it is anticipated that 
when she is older she will gain a scholarship to a senior 
school. The Dain Fund has guaranteed to keep the child 
at her present school until she sits for the scholarship. The 
local medical committee is assisting with the child’s main- 
tenance. Help was asked for by a doctor’s widow with two 
sons to keep the elder boy at his present school for his final 
two years. She receives a grant from the education authority, 


and the Dain Fund has been able to co-operate with the 
Royal Medical Benevolent Fund and the Royal Medical 
Foundation of Epsom College to assure both boys’ education. 

A young doctor with pulmonary tuberculosis was unable 
to meet the educational expenses of his two sons at school. 
There is a third child not yet old enough to attend school. 
The fund has agreed t help him until he is fit to resume 
employment. The Roya: Medical Benevolent Fund and the 
Sir Charles Hastings Fund are providing help for general 
purposes for the family. 

The grants allowed in the fifteen cases amounted to a total 
sum of £1,584. The majority of the applicants will need 
assistance over a number of years. 


Cases Concluded 


The trustees report the satisfactory conclusion of two cases 
which have been assisted. The first, a medical student 
receiving regular help from the fund since 1951, has success- 
fully taken his final examinations. Grants from the fund 
amounted to £400. The second case, a schoolgirl assisted by 
the fund and the local medical committee since 1948, is 
leaving school in July, where her mother states she has been 
very happy, and she may try to get a post as laboratory 
assistant or train to be a nurse. She gained her school- 
leaving certificate last year and remained at school to take 
a general science examination. Grants from the fund 
amounted to £423. 

Another medical student, who has received grants amount- 
ing to £270 from the fund since 1950, took his final 
examinations in June. 


Local Medical Committees’ Help 


The work of the Dain Fund has increased—a total of 
£2,335 was given in grants during the past year compared 
with £930 for 1954-5. During the year there was even 
greater support from local medical committees, not only in 
direct gifts but in the help given in particular cases. The 
trustees record their gratitude for this help ; without it many 
of the cases would have had to be refused assistance. The 
trustees earnestly hope this support will continue, particu- 
larly in view of their acceptance of a number of long-term 
commitments, and that other committees which have not so 
far subscribed to the fund will feel encouraged to do so. 
Individual members of the profession can give valuable help 
by completing a form of covenant for seven years or by 
sending a donation to the Secretary of the fund. 


Increase in Early Deaths 


As an example of the pressing need for maintaining the 
fund at a high level, the trustees draw attention to the 
apparently increasing number of doctors who have died in 
early middle age. The comparatively short duration of their 
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is the rationale for the treatment of hepatic coma and pre- 
coma by complete protein withdrawal and oral chlortetra- 
cycline. Calories are maintained by oral or, if necessary, 
intravenous hypertonic glucose. As the patient improves 
dietary protein is added to the limit of tolerance. It must 
be emphasized that this treatment is given only to those 
patients in hepatic coma or pre-coma. 


Convalescence after Hio-femoral Thrombophlebitis 


Q.—When may a woman who has had an ilio-femoral 
thrombophlebitis safely (a) get up, (b) resume sexual inter- 
course? She is troubled by marked pelvic and genital con- 
gestion and an almost irrepressible libido. 


A.—A patient with thrombophlebitis of the ilio-femoral 
vein may be allowed to get up for a short time as soon 
as anticoagulant therapy has been established, but it is 
wise to support the limb with an efficient bandage or elastic 
stocking to prevent an increase of the swelling and oedema. 

The excessive libido mentioned is probably due to 
secondary thrombosis of the veins within the clitoris and 
what amounts to priapism of that organ. It is likely to 
persist for some weeks until the veins have recanalized or 
collateral venous channels opened up. There is no reason 
for forbidding sexual intercourse in such a patient once the 
acute stage has passed. 


Premature Baldness in Mer 


Q.—To what extent is early baldness in men hereditary ? 
Is the texture of the hair any guide to prognosis in this 
respect ? 


A,—Premature baldness is a hereditary characteristic trans- 
mitted as a dominant gene from father to son. It is recessive 
in women, who may, however, transmit the characteristic. 
The situation is rendered more complex by the fact that 
the development of baldness is also influenced by the male 
sex hormone, in the absence of which it does not occur: 
eunuchs do not develop baldness, but may do so if treated 
with testosterone propionate, provided that they have the 
hereditary predisposition. 

Without a detailed family history it is not possible to 
predict the chances of progeny inheriting baldness, but it 
can be stated that there are at least equal chances of any 
son of a prematurely bald father becoming bald early. 
This is based on the assumption that the mother {is normal 
and the father is heterozygously affected. If the father is 
homozygous for the gene, all sons will be affected. 

I am aware of no observations attempting to relate texture 
of hair to the subsequent development of baldness. Such 
attempts would have to be made after puberty, as the 
texture changes considerably between infancy and puberty. 


Radiation from Television 


Q.—What radiation dose does a person receive who 
watches television regularly? How does it compare with 
the unavoidable dose received from the general environ- 
ment? What is the additional genetic risk ? 


A.—¥X rays are produced whenever a beam of electrons 
stnkes an obstacle in their path, and this occurs in television 
sets when the electrons hit the fluorescent screen. The 
intensity and penetrating power of the x rays depend on the 
voltage in the tube; both increase very rapidly with the 
voltage. 

Most of the television sets in present use work at such 
low voltages that the very soft x rays produced are practi- 
cally all absorbed in the glass of the screen. Projection sets 
operate at higher voltages, but in this case an extra absorber 
is usually put into the path of the x rays, so that once again 
there is hardly any radiation emerging, provided the set is 
kept inside its container. The total dose received by the 


population from watching television has been estimated to 
be much less than 1% of the dose received from natural 
radiation, and the genetic hazard is consequently insigni- 
ficant. 


ANY QUESTIONS ? 


T.A.F. and Sensitivity to Serum 


Q.—Horse serum, in the form of diphtheria antitoxin, 
enters into the preparation of T.A.F. diphtheria prophy- 
lactic. Is there any danger that immunization by this 
prophylactic may lead to sensitization to therapeutic sera ? 


A.—As T.A.F. (toxoid-antitoxin floccules) contains a small 
amount of horse serum it is unsuitable for the immuniza- 
tion of allergic or asthmatic subjects. Moreover, allergic 
reactions have very rarely been reported in persons with 
a history of injections of T.A.F., so that there appears to 
be a slight risk of sensitization whenever it is administered. 


This possibility must not be exaggerated. 

A syringe and adrenaline (1 in 1,000) should always be 
within immediate reach when an injection of T.A.F. (or 
any other prophylactic or serum) is given, whether the sub- 
ject is known to be allergic or not. 


NOTES AND COMMENTS 


Disturbed Steep in Children.— Dr. R. J. Benntson (Harrogate) 
writes: Your expert recommends chlorpromazine for the treat- 
ment of disturbed sleep in children (“ Any Questions ? ” June 9, 
p. 1377). In view of the well-known risk of liver damage due to 
this drug, I find this surprising. Surely chloral, if necessary in 
a larger dose than normal, would be more satisfactory. I have 
found that chloral, syrup. simplex, and rosehip syrup make an 
acceptable nightcap. It should be given before the teeth are 
cleaned, 

Our Expert replies: Chlorpromazine in the dose recommended 
is unlikely to cause liver damage, and chloral had already been 
tried by the questioner and found inadequate. It was not in- 
tended that chlorpromazine should be the first choice in treating 
disturbed sleep-rhythm. 


Piercing for Ear Rings.—Dr. J. T. Rowe (Basingstoke) writes: 
I have read the answer under this heading (“* Any Questions ? ” 
June 2, p. 1312). I have performed this small operation hun- 
dreds of times in the last few years, and must disagree with the 
method suggested in your answer. Lubrication and rotation of 
the ring is the best way of producing a septic ear-lobe. The 
ring should not be moved after insertion until the lobe is quite 
healed. I, in fact, use a special stud and find the results far 
more satisfactory than that of using a ring. I also use a small 
punch, which produces better results than a trocar and cannula 
or a large-bore hypodermic needle, 

Our Expert rep'ies: Dr. Rowe states that “ lubrication and 
rotation of the ring is the best wavy of producing a septic ear- 
lobe.” I have never encountered this complication myseif, and 
a large and reputable firm of jewellers who have been piercing 
ears for many years state that they have never seen it either. 
With regard to the use of the special stud, I quite agree that 
this would probably be easier to insert than the usual sleeper 
ring, but it is not generally available. The simplest method for 
the doctor who does this operation only very occasionally is to 


obtain standard sieepers, as these may be bought at any 
jewellers. 
Books of “ Any ?”"—The second and third volumes 


of “Any Questions?” are available, price 7s. 6d. (postage 
6d.), from the Publishing Manager, B.M.A. House, Tavistock 
Souare, London, W.C.1, or through any bookseller. Each con- 
tains some 200 selected expert answers, and the third volume a 
cumulative index to the three published books. 


All communications with regard to editorial business should be addressed 
to THE PDITOR, Brrrish Mepicat Journat, B.M.A. House, Tavistock 
Square, Lonnow, W.C.1. EUSTON 4499. TeLecrams: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are anderstood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are required, as 
proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Director. 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 
pm.). TeLepHone: EUSTON 4499. TeLecrams: Britmedads. 
Westcent, London. 

MEMBERS’ SUBSCRIPT’ONS should be sent to the SECRETARY of 
the Association. Teteytowe: EUSTON 4499. TeLecrams: Medisecra, 
Westcent, London. 


B.M.A. Scorrish Orrice: 7, Drumsheugh Gardens, Edinburgh. 


‘ 
Barrisn 
Mepicat. JOURNAL 
| 
2 


SUPPLEMENT TO THE 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY JULY 7 1956 


CONTENTS 


Negotiating Committee - 
Doctors and the Press - - 
Regional Whitley Appeal - - 
Scottish News - - - 


N = 


Northern Ireland News - - - - - 
Assistants and Young Practitioners Subcommittee - 
B.D.A. President Criticizes Dental Service - - - 
Correspondence - - - - - - - - 
Association Notices - - - - - 


ahe ew 


THE DAIN FUND 


REPORT OF THE TRUSTEES 


The trustees of the Dain Fund report an increasing number 
of requests for help and advice during the year ended April 
30, 1956. It has been possible for the fund to continue the 
grants for the school year 1955-6 to eight old applicants 
and, in addition, to assist fifteen new cases. The continuing 
grants involved an expenditure of £751. Satisfactory reports 
have been received on the progress of these children from 
the schools and universities at which they are studying. 

Emergency grants totalling £320 to meet sudden financial 
emergencies were made in connexion with three of the new 
cases. The first was a young dental student, who asked for 
assistance towards the costs of her final year of training. 
Her tather, a doctor, had died some years ago, and her mother, 
also a doctor, had been taken seriously ill and was unlikely 
to be able to work again. The second was a doctor's widow, 
who asked for help towards the school fees for her son who 
is in his final year at school. In the third case a doctor made 
application for assistance towards the maintenance of her 
son in his final year at college. She had been ill for over 
a year and therefore unable to work. Her savings were 
rapidly being used, and she received no help from her 
husband, from whom she is separated. 


New Cases 


The following particulars of some of the 15 other new 
applications indicate the sort of cases in which the fund 
has been able to help. 

A doctor’s widow asked for help with the educational ex- 
penses of the four of her ten children who are stiil at school. It 
was possible, in co-operation with the local medical commit- 
tee and the Ladies’ Guild of the Royal Medical Benevolent 
Fund, to assist her to a very large extent. Another doctor’s 
widow applied for assistance for her two children, both at 
school. A grant was made to enable the children to remain 
at their schools while arrangements were made for their 
future education. In another case a doctor’s widow required 
assistance to enable her to keep her daughter, who is spastic, 
at a special school. The fund, in co-operation with two local 
medical committees, accepte@ responsibility for the child's 
education. 

A doctor’s widow asked for help towards her daughter's 
school fees. The child is clever, and it is anticipated that 
when she is older she will gain a scholarship to a senior 
school. The Dain Fund has guaranteed to keep the child 
at her present school until she sits for the scholarship. The 
local medical committee is assisting with the child’s main- 
tenance. Help was asked for by a doctor's widow with two 
sons to keep the elder boy at his present school for his final 
two years. She receives a grant from the education authority, 


and the Dain Fund has been able to co-operate with the 
Royal Medical Benevolent Fund and the Royal Medical 
Foundation of Epsom College to assure both boys’ education. 

A young doctor with pulmonary tuberculosis was unable 
to meet the educational expenses of his two sons at school. 
There is a third child not yet old enough to attend school. 
The fund has agreed to help him until he is fit to resume 
employment. The Royal Medical Benevolent Fund and the 
Sir Charles Hastings Fund are providing help for general 
purposes for the family. 

The grants allowed in the fifteen cases amounted to a total 
sum of £1,584. The majority of the applicants will need 
assistance over a number of years. 


Cases Concluded 


The trustees report the satisfactory conclusion of two cases 
which have been assisted. The first, a medical student 
receiving regular help from the fund since 1951, has success- 
fully taken his final examinations. Grants from the fund 
amounted to £400. The second case, a schoolgirl assisted by 
the fund and the local medical committee since 1948, is 
leaving school in July, where her mother states she has been 
very happy, and she may try to get a post as laboratory 
assistant or train to be a nurse. She gained her school- 
leaving certificate last year and remained at school to take 
a general science examination. Grants from the fund 
amounted to £423. 

Another medical student, who has received grants amount- 
ing to £270 from the fund since 1950, took his final 
examinations in June. 


Local Medical Committees’ Help 


The work of the Dain Fund has increased—a total of 
£2,335 was given in grants during the past year compared 
with £930 for 1954-5. During the year there was even 
greater support from local medical committees, not only in 
direct gifts but in the help given in particular cases. The 
trustees record their gratitude for this help ; without it many 
of the cases would have had to be refused assistance. The 
trustees earnestly hope this support will continue, particu- 
larly in view of their acceptance of a number of long-term 
commitments, and that other committees which have not so 
far subscribed to the fund will feel encouraged to do so. 
Individual members of the profession can give valuable help 
by completing a form of covenant for seven years or by 
sending a donation to the Secretary of the fund. 


Increase in Early Deaths 


As an example of the pressing need for maintaining the 
fund at a high level, the trustees draw attention to the 
apparently increasing number of doctors who have died in 
early middle age. The comparatively short duration of their 
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employment has often been insufficient for them to make 
adequate provision for the education of their children. 

The trustees express warm appreciation to the Royal 
Medical Benevolent Fund and the Ladies’ Guild of that fund 
and the Royal Medical Foundation of Epsom College for 
their co-operation, help, and advice in a number of cases 
assisted during the year. 


NEGOTIATING COMMITTEE 
CLAIM SUBMITTED TO MINISTERS 


An outline of the case for an adjustment of the betterment 
factor for general medical practitioners and all grades of 
hospital medical staff in the National Health Service has 
been sent to the Minister of Health and the Secretary of 
State for Scotland. The claim is based on the Spens recom- 
mendations, and is for one of the periodical adjustments 
which these recommendations envisaged. The Negotiating 
Committee has invited any preliminary observations which 
the Ministers may care to make before a meeting takes 
place for discussion of the claim. 


DOCTORS AND THE PRESS 
INFORMATION ON HOSPITAL PATIENTS 


The Minister of Health has approved the recommendations 
of a conference of representatives of the medical profession 
and the press on the routine procedure that may be adopted 
in hospitals for giving information to the press about the 
condition of hospital patients (Supplement, October 29, 
1955, p. 100). The conference, held under the auspices of 
the Public Relations Committee of the B.M.A., originated 
from the widespread concern felt over relations between 
hospital doctors and the press following incidents in 
hospitals during cases of Siamese twins. Dr. H. Guy Dain 
(chairman, Public Relations Committee) was the chairman 
of the Conference, with Sir Linton ANDREWs (chairman, 
General Council of the Press) as deputy chairman. 

This conference drew up recommended rules of procedure 
which were subsequently approved by the constituent bodies 
represented on it, including the Council of the B.M.A. The 
Ministry of Health, to whom they were forwarded, then con- 
sulted the hospital authorities. The document was finally 
approved by the conference on May 16. It has now been 
circulated by the Ministry to regional hospital boards, 
boards of governors of teaching hospitals, and hospital 
management committees. 


Recommended Procedure 


The recommended routine procedure at hospitals is set out 
in the Ministry circular (H.M.(56)58) as follows. 


Sickness Cases 


Information should not be divulged to the press without the 
consent of the patient beyond the statement that the person 
named in an inquiry is a patient. Where, however, even this 
statement would be deleterious to the patient's interests, his 
presence in the hospital should not be disclosed without his con- 
sent. For example, in certain special hospitals, such as mental 
hospitals and sanatoria, where the mere admission of the patient 
implies the nature of the diagnosis, no information should be 
given to the press without the patient’s consent, and that of the 
doctor in charge, who should satisfy himself that to give the 
information would not be prejudicial to the patient's interests. 

In the case of well-known people (and subject always to the 
Patient's consent), a brief indication of progress may be given, 
in terms authorized by the doctor in charge. 

In the circumstances referred to above, where the patient is 
too ill to give his consent, or is a minor, the consent of the 
nearest competent relative should be obtained. 


Accident Cases 


Individual Cases.—The press should be given, on inquiry only 
and at the time of the inquiry or as soon as possible afterwards, 
the name and address of the patient and a general indication of 
his condition but not necessarily a diagnosis. The patient's rela- 


THE DAIN FUND 


SUPPLEMENT to tHe 
British MepIcaL JouRNAL 


tives should, if possible, be informed before any statement is 
given to the press ; but if it has not been possible to do so, 
this should be made clear to the press. Further information 
should be given only with the patient’s consent. Where the 
patient is too ill to give his consent, or is a minor, the consent 
of the nearest competent relative should be obtained. 

Multiple Cases.—In accidents invo!ving a number of people— 
for example, a railway or air accident—all reasonable steps should 
be taken to ensure that relatives of the injured have been in- 
formed before the publication of names, bearing in mind the 
necessity of early publication to dispel the anxiety of the next- 
of-kin of all other persons who were, or might have been, 
involved in the accident. Further information should be given 
only with the patient’s consent. Where the patient is too ill to 
give his consent, or is a minor, the consent of the nearest com- 
petent relative should be obtained, 

Hospitals admitting accident cases should maintain a casualty 
book or other similar records by reference to which inquiries 
may be answered. 

General 


All hospitals should ensure that a sufficiently experienced and 
responsible officer of the hospital is at all times available, whether 
in person or by telephone, to answer press inquiries, and should 
nominate an officer or officers for this purpose. 

When dealing with representatives of the press, broadcasting 
or television authorities who call at hospitals and are unknown 
to them, such hospital officers are advised to ask to see evidence 
of accreditation in the form of a document issued by the repre- 
sentative’s newspaper, news agency, photographic news agency, or 
other authority, or a membership card of the Institute of 
Journalists “or the National Union of Journalists.. Telephone 
inquirers not known to the officer receiving the call can, if neces- 
sary, be asked to give a number which can be rung back for 
the purpose of checking. 

Satisfactory co-operation between hospitals and the press will 
depend on the observance of conduct that will promote mutual 
confidence and good personal relations. Difficulties and mis- 
understandings should be taken up between the hospitals or board 
concerned and the national or local press. 


REGIONAL WHITLEY APPEAL 


B.M.A.’"S CASE SUCCESSFUL 


The Association has recently successfully appealed on behalf 
of the medical officer of health of the County Borough 
of Birkenhead. The Industrial Court Award No. 2565 laid 
down the scales of salaries for medical officers of health in 
the various population groups, and the reievant guidance 
of the Industrial Court for an authority when using its dis- 
cretion in selecting the scale for its medical officer of health 
was contained in a previous award of the Industrial Court 
(No. 2327). This stated that each authority should first 
determine, within the limits set out in the award, which scale 
was appropriate having regard to (a) population, (5) other 
local factors, and (c) the functional responsibility of the 


post. 

The population of Birkenhead (141,900) is almost at the 
maximum of the range 100,000 to 150,000.' On population 
grounds alone a scale well above the minimum of the range 
is appropriate. However, in addition to his normal duties 
the medical officer of health is medical referee to the local 
crematorium and is in administrative control of the County 
Borough’s children’s and welfare departments. The Associa- 
tion therefore held the view that more than the minimum 
salary scale was appropriate and appealed to the Regional 
Whitley Appeal Committee on this point, seeking an 
appropriate adjustment. The appeal was allowed, and the 
Committee recommended an appropriate salary for the 
medical officer of health. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 
Metropolitan Borough Councils.—Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 
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BANG GO THE SAXPENCES 


One hundred per cent. of the consultants and specialists of 
the North-eastern Region of Scotland now subscribe to the 
Scottish Consultants and Specialists Fund. Members of the 
fund’s managing committee learnt this recently with pleasure 
but not, it is reported, with surprise, because this sort of 
thing was expected of Aberdonians. What did surprise 
them a bit was the reflection that both the Chairman and 
the Secretary of the Regional Committee are English. 


Northern Ireland News 


NORTHERN IRELAND BRANCH 


REPORT ON YEAR’S WORK 


At its annual meeting on May 17 the Association's 
Northern Ireland Branch had before it a report from its 
honorary secretary, Dr. H. J. CRONHELM, on the work of 
the Branch during 1955-6. Membership has increased by 
24 to 1,251, and two graduate luncheons given by the 
Branch resulted in 64 graduates becoming members of the 
Association. A search for suitable premises for the Asso- 
ciation in Northern Ireland has not yet been successful. 

Three meetings of the Branch were held during fhe year. 
The annual clinical meeting was well attended. The annual 
meeting of the Branch was held on the same date, May 26, 
1955. Dr. Robert Marshall's presidential address, entitled 
“ Students and Teachers,” was delivered on October 27 to 
a large audience. The work of the Medical Practices 
Advisory Bureau increased during the year, and Dr. 
Cronhelm expressed the hope that members would make 
greater use of the service, which is free of charge to mem- 
bers of the Association. 


Branch Council 


There were eight meetings of the Branch Council during 
the vear; the main business dealt with was as follows. 


Negotiations on Appea's Machinery 


The Branch Council appointed a special subcommittee to 
consider various letters and documents on this subject which 
had passed between the Ministry of Health and Local 
Government, B.M.A. Headquarters, and the Council. 

The Ministry received an Association deputation, includ- 
ing Dr. J. B. Tilley, chairman of the Central Public Health 
Committee, Dr. A. Macrae, Secretary of the Association, 
Dr. E. E. Claxton, Assistant Secretary, Dr. N. S. Dickson, 
Dr. J. B. McKinney, and Dr. H. J. Cronhelm. The follow- 
ing proposals for an appeals machinery were discussed: 
(1) An aggrieved doctor should have the right, in the first 
instance, of appearing before representatives of his employ- 
ing body, accompanied if he so desires by a friend or 
representative of his professional body. (2) In the case of 
an appeal failing in the first stage the dispute could go to 
the national arbitration tribunal for advice. The composi- 
tion of this tribunal would be extended by the inclusion of 
representatives of the employing body and of the medical 
profession. 

The subcommittee studied these proposals and presented 
a report to the Branch Council on the negotiations to date. 
The subcommittee was strongly of the opinion that the 
success of any appeals machinery was largely dependent 
upon the acceptance by the Minister of Health and Local 
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Government of the tribunal's advice, and that any form 
of appeals machinery should, without prejudice, be accepted 
for a trial period only, perhaps three years. 


Hospita!s Authority and General Health Services Board 


The Minister of Health and Local Government notified 
the Branch Council of a proposed reduction in the propor- 
tion of the medical representation on the Northern Ireland 
Hospitals Authority, the reduction of the term of office from 
5 to 3 years of members of the Authority and the Board, 
and the introduction of a system of retirement by rotation, 
one-third of the members of the authority and the board 
retiring each year in a three-year cycle, as recommended by 
the report of the Tanner Committee on the Health Services 
in Northern Ireland (see Supplement, May 21, 1955, p. 250). 
An interview with the Minister of Health, Dame Dehra 
Parker, was sought, but the Minister felt unable to dis- 
regard the recommendations of the Tanner report, and the 
recommended alterations were introduced. 


Members of Hospitals Authority and Health Services Board 


The Branch Council, after consulting the Consultants and 
Specialists Group (N.1.) and the General Medical Services 
Committee (N.L.), forwarded for the Minister's consideration 
names of doctors to act in their personal capacity as repre- 
sentatives of the medical profession on the Hospitals 
Authority and the General Health Services Board. The 
following members were selected by the Minister for 
membership of the authority: Drs. J. A. McVicker, J. E. 
Bereen, C. Burns, and J. C. Robb. The following were 
selected for membership of the board: Drs. J. S. McKelvey, 
James Boyd, and M. F. Leslie. 

The Northern Ireland General Health Services Board 
invited the Branch Council to nominate representatives of 
the Association to the Board’s medical advisory committee. 
Drs. J. G. Johnston and H. J. Cronhelm were nominated 
and subsequently elected. 


Medical Defence Organizations 


In conjunction with the executive committee of the 
Consultants and Specialists Group, the Branch Council 
requested Headquarters to approach the Ministry of Health 
and Local Government to consider arrangements existing 
in England between medical defence organizations and the 
Ministry of Health for dealing with legal actions in which 
hospital authorities and members of their medical staffs are 
involved. 


General Medical Services Committee (N.1.) 


The committee met on five occasions during the year, and 
among other matters considered a proposal referred to it 
by the Branch Council “ that an approach should be made 
to the appropriate authority with a view to an increase in 
the maternity fees and in fees for immunization, vaccination, 
and notification of infectious diseases.” 

The committee met the medical advisory committee of 
the General Health Services Board regarding block trans- 
fers, branch surgeries, and assistants in general practice. 
All these matters are at present being negotiated with the 
appropriate bodies. 


The Minister has approved under the National Health Service 
(Authorization of Subscriptions) Regulations, 1950, the payment 
by hospital management committees of a subscription of nine 
guineas to the Association of Hospital Management Committees 
for the period April 1, 1956, to March 31, 1957. Circular H.M. 
(56) 54 to hospital authorities states that the Minister has not 
approved the payment from Exchequer funds of subscriptions to 
regional branches of the association, but if hospital management 
committees wish to use non-Exchequer funds for this purpose 
the Minister would see no objection. 
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ASSISTANTS AND YOUNG PRACTITIONERS 
SUBCOMMITTEE 


The Assistants and Young Practitioners Subcommittee of 
the G.M.S. Committee met at B.M.A. House on June 29, 
under the chairmanship of Dr. F. Gray. The resignation 
from the Subcommittee of Dr. J. S. Gilmore, who had be- 
come a principal and could therefore no longer represent 
assistants, was received with regret. 


Employment of Assistants 


The Subcommittee continued from its last meeting its 
consideration of a resolution from the assistants and young 
practitioners of region 3 : 

(1) That when a principal employs an assistant, an agreement 
shall be signed, and that the agreement shall be submitted to the 
executive council, in conjunction with the local medical com- 
mittee, for scrutiny 

(2) That an agreed minimum scale for assistants be approved 
by the British Medical Association. 


In connexion with this Dr. D. S. Craic put forward the 
following motion: 

That in the opinion of this Subcommittee, permission by an 
executive council to a principal to employ an assistant should be 
conditioned by the principal undertaking to abide by an officially 
drawn-up legal agreement between himself and the prospective 
assistant. Further, that this agreement be on the lines of and 
according to minimum standards to be defined by the British 
Medical Association. In the opinion of the Subcommittee, this 
does not constitute a stigma against all principals. It merely 
constitutes a minimum of conditions of service, and many of the 
best assistantships are governed by this procedure already. 


All members of the Subcommittee were agreed that some 
sort of agreement should be compulsory between a principal 
and an assistant, but there was some division of opinion on 
what matters in the agreement the terms “ minimum scales ” 
and “ minimum standards” should cover. Also the majority 
of the Subcommittee was against the proposal that any 
agreement between doctors should be submitted to an execu- 
tive council's scrutiny. 

Dr. Craig made the point that the compulsory agreement 
should cover all those things which vitally concerned an 
assistant should a partnership materialize. The assistant 
wanted to have the terms and conditions of his employment 
and his commitments clearly set out and agreed upon in 
advance. 

It was decided to postpone consideration of what the 
contents of an agreement should be until the next meeting, 
when the B.M.A.’s model agreement and its explanatory 
notes would be looked at. 


Goodwill 


Dr. F. G. Tomuins presented the Subcommittee with a 
memorandum in support of his motion : 

That this Subcommittee approves of the principle that the right 
to buy and sell the goodwill of N.H.S. practices should be 
restored to those doctors who desire it, and wishes to investigate 
methods by which this might be effected. 


Most members of the Subcommittee thought that the 
return of goodwill, however desirable, was impracticable, 
but it was agreed not to shelve the matter entirely but to 
defer consideration of it to some later date. 


Payment per Item of Service 


Dr. ToMuINs provided the Subcommittee with details of 
the method of payment of doctors in the Australian Health 
Service. He was supporting his motion : 


That this Subcommittee, while supporting the B.M.A. in its 
opposition te a whole-time State salaried service, recognizes that 
the capitation fee system has disadvantages, and suggests that 
consideration should be given to the possibility of introducing, as 
an additional or alternative method of remuneration for those 
patients and doctors who so desire, a system based on the 
Australian State-aided private insurance scheme. 
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In a general discussion on the desirability and practicab lity 
of introducing such a method of payment of doctors into 
Britain, Dr. CraiG thought it was desirable and would wel- 
come it. Dr. H. N. Rose adhered to the capitation fee 
system as being preferable. Dr. K. S. Maurice-Smitu 
thought the item-for-service basis of payment desirable, but 
was doubtful, in view of the necessary amending legislation, 
whether it was a practicable proposition. Dr. J. Bevey like- 
wise despaired of the possibility of changing the present 
capitation system, and Dr. W. J. Reitty was doubtful, too, 
although he thought the Australian scheme good. 

Dr. A. B. Davies considered the Australian scheme 
worthy of more consideration, and it was generally agreed 
that it would be a good thing to have some first-hand 
information from medical sources in Australia on how the 
scheme was working. It was hoped that this information 
might be available for the next meeting. 


B.D.A. PRESIDENT CRITICIZES DENTAL 
SERVICE 


“EMPHASIS ON THE SECOND-RATE” 


In his presidential address to the annual conference of the 
British Dental Association at Brighton last week, Mr. R. J. 
Hooker said that experience of working in the National 
Health dental service had proved “ that there is an emphasis 
on the second-rate” (The Times, June 27). He felt that 
they were free to criticize the service as now operated, 
especially as they knew only too well how many colleagues 
were feeling frustrated, hampered, and bitter. All were paid 
on the same scale, and the man who conducted his practice 
in the cheapest possible manner with the barest minimum 
of equipment was the one who did best economically. 
There was no allowance for skill, for experience, or for 
amenities provided for patients. 

Mr. Hooker agreed that there had been a great increase 
in the amount of conservative work done for young people, 
and dentistry had been made available to many more people. 
But it was a tragedy that the service at its inception had 
been made a political issue. The conditions under which 
dentistry was now practised in the Health Service would 
ruin it as a profession, and the public would suffer as a 
result. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Social Workers 


Sirn,—The evidence by the British Medical Association to 
the Working Party on Social Workers (Appendix X to Supple- 
mentary Report of Council, Supplement, May 19, p. 294) 
will be of interest to all social workers. This association 
appreciates medical recognition of the professional training 
and function of social workers, and, in particular, the urgent 
need for the training of mental welfare officers. There are, 
however, some statements in the evidence to which we 
would draw the attention of your readers because they seem 
to give too little recognition to the basic nature of social 
work upon which future developments depend. 

It is stated in the evidence that “all social problems are 
closely associated with medical problems and cannot be 
considered in isolation.” A medical problem is often a 
social problem, but social work would be severely limited 
were it held that all social problems should be treated by 
doctors and nurses. Marital problems, illegitimacy, and 
delinquency, for instance, are the proper concern of trained 
social workers. Community social services, of which social 
workers are the agents, must derive knowledge and practice 
as much from sociology and psychology as from medicine. 
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It may be rightly claimed that all social work requires 
carefully designed training, although at present there is a 
bewildering variety of trained and untrained people under- 
taking different tasks. The B.M.A. place a heterogeneous 
group of social workers in a category of “ non-specialized ” 
social workers for whom they recommend a basic training 
of only 12 weeks. It might be conceded that domestic 
helps, provided that they were already skilled in domestic 
work, need no very prolonged training in the special aspects 
of work with problem families and old people, but social 
workers who are required to help families and individuals 
with the problems of human relationships which frequently 
underlie many difficulties, such as school truancy or son- 
payment of rent, will be quite inadequately prepared by 
the 12 weeks’ training envisaged. It would seem that, when 
the doctors emphasize so much “a real sense of vocation ” 
and so little the acquisition of skills, they are perpetuating 
in the social field a state of affairs which would not be 
accepted in their own profession. 

There also seems to be some lack of knowledge about 
the training for almoners and psychiatric social workers. 
This comprises a social science diploma or relevant degree 
and is followed by a one-year postgraduate course in which 
integration of theory with practice has been for many years 
the accepted method of teaching. The greater stress on 
practical work rather than on academic study which the 
doctors wish to see would be a retrograde move, and one 
which would undermine the professional responsibility 
which in day-to-day work in a hospital is clearly something 
that doctors appreciate. It is only by learning to think 
systematically about what they are doing, and relating it 
to available knowledge, that social workers learn to use 
their time skilfully and economically on behalf of those 
whom they are required to help. 

The memorandum implies that domiciliary workers (those 
who pay home visits) are synonymous with social workers, 
and to that extent the issue is confused. While it is impor- 
tant that social workers should always have a particular 
knowledge of the way in which people live and of personal 
relat-onships as they are expressed in domestic life, social 
work needs to be seen in a wider context. Rent collectors 
and insurance agents visit homes, but are not social workers 
in any professional sense. The trained social worker meet- 
ing a client in difficulties needs to be able to do three 
things: (1) to make a social diagnosis of the real need, 
sometimes a simple and sometimes a complex process ; 
(2) to know all the social services which may be avail- 
able to help in a given case ; and (3) to help the individua! 
to make best use of his own resources and to come to some 
better adjustment within himself and with his environment. 
In this context home visits become only one of a number 
of methods which may be used on behalf of those who 
seek help from social workers, the appropriate one being 
dependent upon social diagnosis and plan. These difficulties 
are met with in all the possibilities of social living and 
include illness, unemployment, anti-social or ineffectual 
behaviour and many forms of psychiatric and emotional 
disturbance. The social worker wili be best equipped who 
has a professional training and can collaborate fully with 
others concerned in different kinds of social service.—We 


are, etc., Mary A. Lane, 
Chairman, 
H. E. Howartu, 
Chairman, Training Subcommittee. 
London, W.1. Association of Psychiatric Social Workers. 


Form 0.S.C.1 


Sir,—Several months ago I wrote to you (Supplement, 
October 8, 1955, p. 85) protesting against the proposed 
extension of the use of form O.S.C.1 to all sight tests. 
Since then I have failed to persuade my own Division to 
support my view at the forthcoming Annual General Meet- 
ing, and the recent Conference of Local Medical Com- 
mittees took a similar attitude after only a short debate 
on the subject. There is still a motion to come before the 
A.R.M., opposing the official attitude on this matter. Is it 


too much to hope that general practitioners will see the 
light and will inform their representatives of their desire to 
support this motion ? Otherwise the unfortunate results of 
this ill-considered step will become apparent when it is too 
late ; the O.S.C.1 will become the bane of the G.P.'s life, 
and patients with serious disease will fail to get adequate 
attention because the time they need will be taken up writing 
forms for presbyopes. And for every patient with early 
glaucoma who is fortunate enough to have a G.P. who can 
recognize the condition there will be a hundred others 
straining their eyes because they have not got the time 
or the patience to wait two hours in the doctor’s waiting- 
room for an O.S.C.1. Is it too late to get this matter back 
in focus, or will this be another case of “ Why did we let it 
happen am, etc., 


Margate. M. CURWEN. 


Hearing-aids 

Sir,—My council has recently had brought to its atten- 
tion the many difficulties experienced by Croydon patients 
wearing National Health Service type hearing-aids owing to 
the lack of local facilities for obtaining spare parts, replace- 
ments, etc., for such appliances. It has made represen- 
tations to the Ministry of Health in this matter, and, while 
it has not been found possible to establish a hearing-aid 
centre in Croydon, arrangements have now been made with 
the nearest centre for a spare receiver lead wire to be made 
available to any “medresco™ user living some distance 
away from the centre and wanting one. The spare lead 
will be issued to the patient on application and entered in 
his battery book so that he can quickly change a defective 
lead and send it with the battery book to the centre, which 
will then send another spare lead. 

The council feels that these new arrangements will do 
much to overcome many of the difficulties experienced by 
Croydon patients, and, as it is aware that similar difficulties 
are encountered in many other parts of the country, it has 
instructed me to bring them to your notice, as you may 
perhaps consider that the matter would be of interest to 
the readers of your Journal.—I am, etc., 

S. C. SULLIVAN, 


Clerk of the Council, 


Croydon, Surrey. 
Croydon Execu:ive Council. 


Training Scheme for Registrars 


Sir,—Attention has been drawn recently to the difficulties 
experienced by medical registrars and senior registrars in 
obtaining appointments when their period of training in 
these posts is complete. As this difficulty is due to lack 
of “room at the top,” those concerned might consider a 
transfer in time to a specialty in which the number of 
consultant appointments is likely to continue to increase. 

The need for considerable expansion of the mental health 
services, including domiciliary and general hospital psychia- 
try, is fully recognized, and it is receiving high priority so 
far as Government expenditure is concerned. The need 
to train specialists in psychological medicine in time to 
fill the new senior appointments which have been planned 
can be met by training schemes organized by the universi- 
ties. The training scheme sponsored jointly by the Univer- 
sity of Edinburgh and the South-Eastern Scottish Regional 
Hospital Board recognizes the fact that specialized experi- 
ence in general medicine, paediatrics, or neurology is a 
very sound basis for training in psychological medicine. 
Accelerated training is to be made available to those who 
hold a higher qualification in medicine, and, if holding 
registrar or senior registrar posts, allowance will be made 
for seniority gained in another specialty. 

I will be very glad to correspond about or discuss the 
opportunities for registrars, the trainee appointments avail- 
able. and the facilities for obtaining the postgraduate 
diploma with registrars who are considering a career in, 
or a year’s experience of, psychological medicine.—I 


am, etc., 


Department of Psychological Medicine. 
2. George Square, 
Edinbura’, 8. 


ALEXANDER KENNEDY. 
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Association Notices 


CLAIRE WAND FUND 


ESSAY COMPETITION 1956-7 


The Trustees of the Claire Wand Fund invite entries for 
an essay competition which the Fund is sponsoring during 
the present year on the following subject: “ The Organiza- 
tion and Administration of a General Practice (including the 
design of practice premises and the equipment required).” 
The competition is open to any qualified medical practitioner. 
The prizes offered are: first prize—200 guineas; second 
prize——75 guineas. Certificates will also be presented to 
the winners of the first and second prizes; other special 
prizes and/or certificates may be awarded if the entries 
merit such a course. 

Should the Trustees decide that no essay submitted is of 
sufficient merit, a particular prize will not be awarded. The 
decision of the Trustees will be final. It is a condition of 
entry for the competition that the copyright in any essay 
for which a prize or certificate is granted shall be the property 
of the Trustees. The first and second prizes will be presented 
at the Annual Conference Dinner in 1957. The competition 
will close on January 31, 1957. 

Essays should be not less than 6,000 words and not more 
than 10,000 words in length. Each essay, which must be 
unsigned, must be typewritten or printed on one side of 
the paper only and accompanied by a completed entry form. 
Entry forms should be obtained from the Secretary, Claire 
Wand Fund, B.M.A. House, Tavistock Square, London, 


W.C.1, to whom all inquiries relative to the prizes should 
be addressed. R. H. Currer, 
Secretary, 


Claire Wand Fund. 


G.M.S. COMMITTEE 


ASSISTANTS AND YOUNG PRACTITIONERS 
SUBCOMMITTEE 


Elections will be held in August to appoint representatives 
of assistants and unestablished principals to the Assistants 
and Young Practitioners Subcommittee of the“ General 
Medical Services Committee for the session 1956-7. The 
newly appointed Subcommittee will come into office on 
September 1, 1956. 

For the purposes of election, England and Wales is 
divided into five regions: (1) South-west and Wales, (2) 
South-east, (3) North-west and Midlands, (4) North-east, 
and (5) London and Home Counties. The General Medical 
Services Subcommittee (Scotland) appoints two representa- 
tives for that country as a whole. 

Each region is based upon a regional office of the 
Association and elects two direct representatives to the 
Subcommittee—-one assistant and one  unestablished 
principal. The G.M.S. Committee appoints six of its 
members to serve on the Subcommittee. One assistant and 
one unestablished principal from the Subcommittee are co- 
opted to the G.M.S. Committee. 

The electorate and membership of the Subcommittee, apart 
from the representatives of the G.M.S. Committee, are 
restricted to the following classes of practitioner : 

(i) Assistants in general practice. 

(ii) Practitioners engaged predominantly in general practice as 
principals (including those in partnership) whose total gross pro- 
fessional income does not exceed £1,500 per annum. 


Assistants 


The electoral roll for assistants is compiled from the 
Association's records, and each eligible assistant should by 
now have received a letter from the secretary of the 
Committee advising him that unless he signifies to the 
contrary his name will automatically be included in the new 
roll. Any assistant who does not receive such a letter but 
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believes himself to be eligible for inclusion in the roll should 
communicate with the Secretary, B.M.A. House, Tavistock 
Square, London, W.C.1, not later than Wednesday, July 18. 


Unestablished Principals 
Applications are invited from principals whose total gross 
professional income does not exceed £1,500 and whose names 
are not already included in the electoral roll. Such applica- 
tions should be made not later than Wednesday, July 18, on 
the form set out below. 


Nominations 


Electoral rolls will, as indicated above, be closed on 
July 18. On July 24 a copy of the revised roll for his area 
will be sent to each eligible assistant or unestablished 
principal, asking for the submission of nominations not later 
than August 14. If there is a contest in any particular area, 
voting papers will then be issued. 


For the use of unestablished principals only 
GENERAL MEDICAL SERVICES COMMITTEE 


ASSISTANTS AND YOUNG PRACTITIONERS 
SUBCOMMITTEE 


UNESTABLISHED PRINCIPALS 


hereby apply for inclusion in the electoral roll of unestablished 
principais. 

I declare that I am engaged predominantly in general practice 
as a principal with a total gross professional income not exceeding 
£1,500 per annum, 
and I undertake to inform the Secretary of the Committee at 
B.M.A. House of any change in my status which affects my 
eligibility for membership of the electorate. 


Signed 


TO BE RETURNED NOT LATER THAN FIRST POST ON 
JULY 18, 1956. 


Diary of Central Meetings 


JULY 

7 Sat. (at Brighton), 9 a.m. 

7 Sat. Representative Meeting (at Brighton), 
a.m. 

9 Mon Representative Meeting (at Brighton), 
0 a.m. 

9 Mon Council (at Brighton), at conclusion of A.R.M. 

9 Mon Annual General Meeting (at Brighton), 12.30 p.m. 

9 Mon Adjourned Annual General Meeting and Presi- 
dent’s Address (at Brighton), at 8.15 p.m. 

12 Thurs. Obstetric Subcommittee, Central Consultants and 
Specialists Committee, 11.30 a.m. 

16 Mon. S.H.M.O.s Group Executive Committee, 2 p.m. 

18 Wed. Aijternative Edition Subcommittee, Joint Formu- 
lary Committee, 11 a.m. 

19 Thurs. G.M.S. Committee, 10.30 a.m. 

19 Thurs. Guillebaud Subcommittee, Central Consultants 
and Specialists Committee, 11 a.m. 

19 Thurs. Joint Committee of the B.M.A. and Magistrates’ 
Association, 2 p.m 

23 Mon. Staff Side, General Whitley Council (at 14, Russell 
Square, W.C.), 10.30 a.m. 

23. Mon. Full Council (at 14, Russell 
Square, W.C.), 2.30 p.m. 

24 Tues Chest Services Central Consultants 
and Specialists Committee, con 

25 Wed Joint Consultants Committee (at oyal College of 


Surgeons of England, Lincoln's Inn Fields, 
©), 10.30 a.m. 


Branch and Division Meetings to be Held 


Dorser Diviston.—At Nurses’ Teaching Unit, Dorset County 

Friday, July 13, B.M.A. Lecture 
Donald Hunter: “ Bone iseases of Metabolic Origin.” 

Drvision.—At Out-patient Hall, Chelmsford and 
Essex Hospital, London Road, Chelmsford, Saturday, July 14, 
7.30 p.m., ny? E. Aberdeen: “The Royal Flying 
Doctor Service in estern Australia.” 
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End the dangerous 5 minutes 
and you'll get 80% less engine wear with 


BP Energol ‘ Visco-static 


TT? FIRST §-10 minutes after starting from cold is when your engine wears 


out fastest of all. As much as 60 


times faster than on normal running. 


The reason is that conventional oils are too thick to flow freely when cold. 


They don’t begin to circulate and 
do their job until your engine is 
warmed up. 


But there is an oil you can buy today 
which ends this danger completely. 
Its name is BP Energol ‘Visco-static’ 
and it protects your engine from the 
moment you touch the starter button. 
This is why BP Energol ‘Visco-static’ 
gives the retnarkable test results of 
80% less wear on cylinder bores and 
piston rings. 


The striking difference between BP | 
Energol ‘Visco-static’ and conventional | 
oils is that its thickness varies far less 
between hot and cold. Even when you 
start up in very cold weather this oil 
flows freely so that all vital parts get | 
immediate lubrication. Yet even at full | 


engine heat it has ample body to protect 
your engine. 

BP Energol ‘Visco-static’ is a multi- 
grade oil covering the range from SAE 
10W to SAE 40. It suits all four-stroke 
engines in good condition and is for 
all-the-year-round use. 

Up to 12°, less petrol 

With BP Energol ‘Visco-static’ you 
save petrol too because there’s less oil 
drag. On start and stop running your 
saving can be up to 12%. Even on 
longer journeys you can save up to 5%. 
And there’s the extra benefit of easier 
starting. 
Do’s and Don'ts for 

BP Energol ‘ Visco-static’ 
Don’t mix it with other oils. 


> Motor Oil 


Drain and refill with BP Energol 
*Visco-static’. If you have been using a 
non-detergent oil run 500 miles, then 
drain and refill again. 

Don’t change to BP Energol ‘Visco- 
static’ if your engine needs an overhaul. 
In such cases continue to use the 
normal grades of BP Energol until it 
has been overhauled. 

BP Energol ‘Visco-static’ is obtainable 
at garages where you see the BP Shield, in 


pint, quart and 1 gallon sealed containers. 


Engine much livelier, 
writes motorist 


“With BP Energol ‘Visco-static’ in the 
sump my 14 litre Jaguar starts as easily 
after standing out in winter as in 
summer weather. The engine is much 
livelier on the oil than it was before.” 

S. R. Wilson, Gr. Yarmouth. 


Going Abroad ? BP Energol ‘Visco-static’ motor oil is available 
in all countries of Western Europe except Spain. 
THE BRITISH PETROLEUM COMPANY LIMITED 
Visco-static’ is trade-mark of The British Petroleum Company Li 
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Tablets containing :— Methyl Testosterone 2.5 mg. Ethiny! Oestradio!l 0.005 mg. Phenobarbitone 16.0 mg. (i ar.) 


A synergistic combination of androgen and oestrogen 
with phenobarbitone. 


Specifically designed for control of symptoms associated 
with menopausal disturbances, premenstrual migraine 
and tension, dysmenorrhoea. 


Literature forwarded on request. 


AN PRODUCT 


OXO LTD. (Medical Dept.), THAMES HOUSE, LONDON, E.C.4 
Telephone: CENtral 978! 
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... the skill to diagnose, to prescribe, to treat, to bring patients back to full and vigorous 
health. In your hands . . . the opportunity to advise on the small but all-important 
matters of hygiene that help to ward off infection and sickness in the home; the way, 
for instance, to ensure scrupulous personal cleanliness. In this you know you can safely 
recommend Wright's Coal Tar Soap—the soap of unsurpassed purity, endowed with the 
remarkable antiseptic, antipruritic properties of Wright’s Liquor Carbonis Detergens. 
For doctors and nurses all over the world use it, both in the treatment of skin diseases 
and as a personal safeguard. And do you not use it yourself? 
* Awarded for SO years 


| | WRIGHT’S COAL TAR SOAP 


of the Royal Institute Toilet and Bath Sizes available. 


of Public Health 
and Hygiene. 
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Strength, lightness and resistance to water 
combine to make this new type of plaster of Paris 
bandage much more economical in use 


Very hard, water resistant casts result when plaster 
of Paris is polymer reinforced. That is why Gypsona 
* Extra’ has, in addition to all Gypsona’s well known 
qualities, these extra advantages : 


Durability 
Gypsona ‘ Extra’ casts outlast all other plaster casts and are 
more resistant to damage and the effects of water. 


Lightness 
Casts are thin, comfortable to wear, and theretore allow 
better functional treatment. 


X-rays 

Thinner casts permit greater clarity in X-ray photo- 
graphs. 

Cleanliness 

Negligible plaster loss means less mess and a saving of time. 


Economy 


When the recommended method of application is followed, 
two Gypsona ‘ Extra’ bandages will do the work of every three 
plaster bandages now used, and a more durable cast results. 


(Gypsona standard bandages remain available for those cases 
where the special qualities of Gypsona ‘Extra’ are not required.) 


DETAILS FROM SMITH & NEPHEW LTD WELWYN GARDEN CITY * HERTS 
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Canned strained foods 
seta mothers mind at rest 


As you know, some mothers are worried 
when you advise early mixed feeding for 
baby. With so many other things to do, the 
difficulty of obtaining and preparinga variety 
of fresh foods seems almost insuperable. But 
Heinz Strained Foods solve the mother’s 
problem and make it easy for her to follow 
your advice. 

Furthermore, Heinz Strained Foods are 
better for baby than many home-prepared 
foods. Heinz get their vegetables and fruits 
straight from farms. And the special Heinz 
cooking and straining equipment preserves 
the maximum goodness. 

So with 19 really nourishing varieties to 
choose from, it’s easy for mother to give her 
baby the varied diet you recommend. 

For a FREE booklet giving the nutrient 
values of all 19 varieties of Heinz Strained 
Foods, please write to Dept. 1R, H. J. Heinz 
Company Ltd., London N.W.10. 


“HEINZ 


Strained Foods 


SOUPS - MEAT BROTHS - VEGETABLES - SWEETS - CEREAL 


a 


THORAX 


June, 1956. Vol. 11, No. 2 


Ventricular Fibrillation Du Hypothermia Success- 
fully Treated by Rew and Electro-shock. 
E. Husfeldt and O. Secher 

Aorto-pulmo Septal Defect with Patent Ductus 
Arteriosus and Death Due to Rupture of Dissecting 
Aneurysm of the Pulmonary Artery into the Peri- 
cardium. H. A. Fleming 

The Pathology of Honeycomb Lung. 4A. G. Heppleston 


Ww r’s Granulomatosis. P. O. Leggat and E. W. 
“alton 
thic Pulmonary Haemosiderosis in an Adult. 
N. Wynn-Williams and R. Douglas Young 


Haemosiderosis Associated with Bron- 


A. H. Cameron 


Spontaneous go pee in Scleroderma. M. S. 
Israel and B. F. S 


. Harley 
Anomalous Pulmona be ay stemic Venous Drainage. 
A. Fitzgerald Pee lum, J. C. C. Kelly, and 


Semple 
“ Alveolar Cell” Tumour with Bronchial 
Involvement. M. Hill and W. Hanbury 


Factors eesnaing the Attack Rate of Pulmonary 
Tu A. L. Cochrane, T. Francis Jarman and 
W. E. Miall 


Bronchographic Studies After Resection for Pulmonary 
Tuberculosis. ¥. Edgar Wallace and Ruth Pillman 


Late Results of Resections for Tuberculosis of the 

Upper Lobe. E. Hoffman 
Yearly Subscription (4 Numbers) {£2 2s. 
Single Numbers 12s. 6d. 


From the Publishing Manager, B.M.A. House. 
Tavistock Square, London, W.C.1 


U.S.A. $7.00. 


‘BRITISH ‘JOURNAL OF 
INDUSTRIAL MEDICINE 


July, 1956. Vol. 13, No. 3 


Sixty Years of Industrial Medicine in Great Britain. 
Andrew Meiklejohn 
Occupational Medicine as a Vocation. James A. Smiley 
The Relationship Between Ventilatory Capaci - 
Simple Pneumoconiosis Coalworkers. 
Carpenter, A. L. Cochrane, J.C. Gilson, and 1.T. T. 
Factors Influen the Radiological Progression Rate 
of Progressive Massive Fibrosis. A. L. ore and 
R. G. Carpenter, with yy assistance of W. G. Clarke, 
G. Jonathan, and F. Moor 
in Indian Coal Mines. 
. B. Roy 
A Study of Dust Toxicity U a ntitative Tissue 
Culture Technique. 7. Marks, M. Ann Mason, and 
G. Nagelschmidt 
A Quantitative Technique for Studying the Effect of 
Dust on Phagocytic Cells in vitro. ¥. Marks and 
M. Ann Mason 
The Use of a Size Selector for Dust Samp with the 
Thermal Precipitator. 7. 7. Burdekin and 7. G. Dawes 
The Use of the Pulheems System of Medical Classi- 
fication in Civilian Practice. M.D. Warren 
Determination of Benzene Concentration 
by Displacement Following Adsorption on Silica 
Gel. Per Ovrum 
Two Cases of with ms 1-fluorophos- 
phonate (D.F.P.) S. 
Arsine Poisoning. D. Pt Macaulay and D. Austen 
Stanley 
The Prescription of Industrial Disease. Ronald E. Lane 
Book Reviews 
Yearly Subscription (4 Numbers) £2 2s. U.S.A. $7.00. 
Single Numbers 12s. 6d. 
From the Publishing Manager, B.M.A. House, 
Tavistock Square, ‘London, W W.Cur 
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APPOINTMENTS | and order of appearance 
| Applicants should state name, address, age, nationality, qualifications, and enclose Practices 
(unless otherwise specified) one copy each of 3 recent 4x testimonials with short Partnerships 
statement of experience and appointments held. Ships Surgeons 
Applications should be sent at once if no closing date is given. Assistantsh 
Canvassing in any form will disqualify. Trainee General Practitioners 
| WSERVICE MEMBERS may have difficulty in supplying recent Situations (Medical) 
testimonials, but this should not deter them from applying. bs 
A fully registered medical practitioner vuhe is liable for National 1 Service must obtain deferment APPOINTMENTS 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) lactading pre-renistration 
| the Scottish Central Medical Recruitment Committee before accepting any civilian appointment sader appropr a mes. as follow 
| The position of provisionally registered medical practitioners who are liable for Nationai Anaest Obstetrics and 
_— has been made clear in a notice sent to them by the Ministry of Labour and National | Cc notion Gynaecology 
| Service ardiology - a 
Ophthalmology 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF | Casualty Orthopaedics 
Registrar Grades, Whole-time | Chest and Tb. Paediatrics 
- pe > hah = obtained normally not less than two years after registration as a Dental Pathology 
| ical practitioner an normally for two years: £850 per annum in the first year; £965 : 
| annum in the second and any subsequent years. r i E.N.T. Physical Medicine 
(+) SENIOR REGISTRAR | Posts obtained normally not less than four years after registration Geriatrics 
a medical practitioner and bei normall for four years; £1, 100 per annum in the first year; Haematology Radiology 
| per annum in the second year; per annum in the third year; £1,400 annum herapy 
Other Grades, Whole-time Medicine Thoracic Surgery 
(a) HOUSE OFFICERS: Neurosurgery U 
(i) Provisionally registered medical practitioners: £425 per annum for the first post held; rology 
£475 per annum for the second and ope subsequent posts held ; | Fa ny Piggy 
| provided that the employing authority (subject in the case of a Hospital Management Commitice Clinical Assistants. 3.4.M 0.4, Senior 
| to the consent of the Regional Hospital! Board) shall have discretion to determine that the remun- House . Pre- 
| eration of any officer holding his first post in the National Health Service as a House Officer 4 
| shall be £475 per annum if they are satisfied that the officer has held at least one hospital post | - 
| outside, of not less than six months’ duration, involving clinical responsibilities equivalent to Public Health Educational and 
| those of house posts in the National Health Service and supervised by appropriate specialist staff. Governmental Lectures 
| (ii) Fully registered medical practitioners: £525 per annum for any post held; Servi Situations (New-ené. ) 
} provided that in exceptional circumstances, subject to the consent of the Minister, this rate may — v R 
| be exceeded by up to £50 per annum where a post cannot be filled otherwise. Commercial eceptionists, 
| In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect Industrial ( onsulting Roca etc 
| of board and lodging and other services provided shall be made and each post shall be tenable R I Houses for Sale 
| for six months. epublic of Ireland Nursing Homes 
scot”? SENIOR HOUSE OFFICER Posts obtained normally not lose than one year (in Oversea for Sale 
| N . two years) after registration as a ical practitioner normally ‘or one year rsity and 
| (¢) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- Cruises and Tours 
| ments but who are not Registrars and who have less responsibility than other ital officers Personal Hotels 
| of a status: £775 (for an — appointed not less than one year after full registration Notices Miscellaneous 
50 d 
| asa ical practitioner) 3 £50 to £1,075 per annum Private Bargains Homes 


ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE 
iN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE 
OF HOSPITAL MEDICAL STAFF 


Those intending to apply for resident appointments in the Registrar ote s re recommended to 
make inquiries with rd to the deductions proposed for board and lodging at the time of 


Rates are shows on the Inside oe Cover 
MEMBERS ABROAD. Copies of vacancies 
advertised in the Journal can be sent by AIR 
MAIL. The minimum cost is 3s. per week, which 
covers up to three separate headings: additional 


submitting their applications, where this is not stated in the advertisement. headings Is. cach. 
(25 1 55) Please state type of vacancy and remit to the 
~ 7 Wanted Assistant, car owner, M No 
PRACTICES (Executive Councils) PRACTICES (Exchange) cunts, 


For vacancies (except those in Scotland) zpply on | CENTRAL LONDON, N.H.S. 3.100, INCOME | Rural and urban.—Box A.783, BMJ 


Form E.C.16A, obtainable from the Executive | £3 400, to exchange for minimum list 2,300 Greater Wanted, Assistant, by Jewish Principal. Indus- 
Council. Mark envelope “ Vacancy.” London, Brighton or Southern town.—Box PR.780, | trial practice with some rural work. 7 miles from 
B.MJ Manchester. House rates and rent free. Gardens 


NEWBURY, BERKSHIRE 


Applications invited for vacancy duc to resigna- 
tion. Urban Practice. ** Intermediate *’ area. List 


PARTNERSHIP (Offered) 


and garages. Rota work. Salary £1,000 to include 
car allowance. Midwifery experience exsential.— 
Box A.764, B.MJ. 

Wanted, Assistant in Preston. No view. No 


approximately 1.200. No accommodation available. | WANTED, A PARTNER, BRANCH SURGERY | accommodation. Salary by arrangement.—Box 


Apply on Form E.C.16A not later than July 18, | near Guy's Hospital.—Box PA.770, B.M.J. 


A.763, B.MJ. 


1956, to: G. H. J. Price, Clerk, Berkshire Execu- 
tive Council, 16, Eldon Road, Reading. eer PARTNERSHIPS (Wanted) 


SOUTH DEVON DOCTOR, G.P. EXPERIENCE, CAR, 


Wanted, Assistant, male or female. South 
Yorkshire. Early July. Car owner. Salary £950 
Car allowance £100. No view.--Box A.685, B.MJ 


SEEKS Wanted, experienced Assistant, Large colliery 
Partnership, London area.—Box PA.772, B.MJ 


Dractice in Rhondda Early partnership. House 


Applications are invited for vacancy which will 


occur in a South Devon coastal town. List approxi- PARTNERSHIP OR PRACTICE WANTED. 
mately 2.200. Premises available for purchase. Ap- Private or N.H.S. London /Home Counties. Aged 
plications on” Form E.C.16A should reached the 37. Married. Bart's. Hospital and G.P. experi- £1,000 


_—Box A.765, B.MJ 

Wanted, male Assistant (Protestant) with view. 
Surrey. Obstetric experience. Car owner, Salary 
including car allowance. Live out.--Box 


undersigned not jater than July 25, 1956. Further ence . Car —_ capital for house. ¢tc.— A781 BMJ 

details may be obtained on request.—H. Bell, Box PA.771, B. . 

Clerk, Devon and Exeter Executive Council, agg | 

pa = SHIPS SURGEONS ferred.—Replies to Box A.785, B.M.J 


(See also OVERSEA APPOINTMENTS) 


PRACTICES (Offered) 


SHIPS SURGEON REQUIRED FOR PER- 
A VERY GOOD OPPORTUNITY. OPHTHAL- | manent position passenger ship—U.S.A. 


Assistants secking appointments with or without 
view or as Trainees will be advised of suitable 
vacancies.—Apply, Percival Turner Medical Agency. 


and | 25, Maiden Lane, W.C.2. Tel.: TEMple Bar 9011 


mic surgeon’ tice for sale in the West Coun- Canada. Salary £70 per month plus fees and 
try. Apply, Professional Practice Transfer Agency. entertaining allowance. Write Arthur Shaw. 
83, Duncan Road, Gillingham, Kent. Telephone Medical Agent, Premier Buildings, 88, Church | 1956.—-Box A.782, B.M.J. 
Gillingham 5454. Street, Liverpool, 1. 

- Assistant, Part-time, for daily calls in 


BELFAST. ATTRACTIVE DETACHED HOUSE ASSISTANTSHIPS VACANT 


for sale together with nucleus of ophthalmic 


general practice. No midwifery. One night duty in 
6. 7 p.m. to 8 a.m. One Sunday only in 6, 8 a.m. 


practice. Doctor retiring PR.778. B.M.J. Wanted married Assistant north London, No | 8 4m. Two surgeries Saturday only.-Dr. 
DETACHED RESIDENTIAL PRACTICE FOR | view. Commencing salary £1,100 including car | Stocks, 47, Crogsiand Road, London, S.W.1 


sale. Dublin, price £1,950 and mortgage with low or ee Flat, garage free, rota.—Box A.734, 


Outgoings.—Box PR.779, MJ. 


Lady Assistant required sear Nottingham, work 
light. Plat expected availabie.—Box A762, B.MJ. 


| 
| 


i 
| 4 
4 
44 Be: 
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Assistantships Vacant—contd. 


Married Assistant, so view, wanted 
1. Essex rural partnership. Unfurnished Bungalow 
rent free Salary £806 plus £260 car allowance 
Box ATS), BMJ 

Permanent young male res dent wanted 
for Practice in London —Box A 652. BMJ 

Practice in South Bat Lancashire town requires 
young single Assistant for two years during the 
absence of Jumor Partner on National Service 
Salary £850 per annum plus £150 car allowance 
Accommodation available. Box A786. BMJ 


ASSISTANTS AVAILABLE 


Awistantship required by Ch.B. Aged 28, 
marricd Protestant Car owner HP HS 
Obstetrics, R AMC and General Practice ex 
perience. Southern half of Enaiand preferred 
Box A754. BMJ 

Avsistantship wanted with « future. Qualified 
195). HS. HP. The London Hospital 
RNVR 2 years GP Obstetrics Aged 29 
married. English A.751. BMJ 

Highly experienced Indian Doctor, married, seeks 
Assistantship. Car owner. Free now —Box A.787 
BMJ 

DRC.O.G.. single, 2) years 
GP. available now, future prospects desired.—Box 


A766, BMJ 

Married . wo children, both doctors, 
experienced, require Assistantships, wife work part- 
time. Car owner Box BMJ 

Grad . 2. rried. seeking Assist- 

antship, country or market town south of England 
Available carly August H.S.. Teaching hospital 
HP. Obstetric H.S., experience. Box A.7%, 
BMJ 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Trainee. Own car. Good-class practice and 
industrial appointment. Southampton.—-Box T.757, 
BMJ 

Traimee cither sex, central London, live out, car 
provided.--Box 1.752. BMJ 

Doector requires Woman Trainee. 
London. Opportunity Postgraduate study. Accom- 
modation availabie..Box 1.788, BMJ 


LOCUMS (Vacant) 


Wanted for & weeks from August 6, Locum, 
Previous experience unnecessary Own car prefer- 
red. Contact immediately Chapci, 2. Mel- 
bowrne Road, Leicester, Phone 22400 

Wanted Locum, male, single, car owner, July 25 
to August 12 inclusive. Herefordshire, rural. Three 
guineas daily. Box L 790, B.MJ 

Wanted Locum with car August I! to 25 in- 
closive, semi-rural, near Leicester.—-Box L.791, 
BM! 

Wanted two weeks after July, Locum with car, 
small compact Cheshire practice.-Box L.756, 

J 


BM 
area. Female Locum required July 

% tw September 2 inclusive. One partner remain- 
ing. L.767, B.MJ 

Locum sequined. Lanes. 14 to August 
4. Car available.—Box L.773 MJ 

Locum required July to pA in practice ne 
Edinburgh, own car Phone Dalkeith 
4231 Box L.792. BMJ 

Locum required August 5 to September 8. Semi- 
rural practice. Car available.—-Burton, Park Street, 
Ripon Tel: 117 

lLeeem wanted, Nottingham, August 13 to 
September 10. Experience in Midwifery and car 
essential, Suit married man.—-Box L.789, B.MJ 

Practitioners desiring to act as Locum Tenens 
for short of long periods are invited to communi- 
cate with us Vacancies in all parts.—Percival 
Turner, Medical Agency, 25, Maiden Lane, W.C.2 


Guy's Hospital, 8.2.1 


Applications are invited for the appointment of 
Locum Senior Registrar 


in the Orthopacdic Department, for the period 
August 20 to September WO. 1956. with duties at 
Guy's Hospital and at Orpington Hospital Ap- 
plications, giving details of previous experience. 
should be lodged at once with the Superintendent 
Guy's Hospital, London Bridge, S.E.1 ($217) 


Lambeth Hespital, Brook Drive, S.B.11 


(S.H.M.O,) 
required full or part-time July 16 for two weeks 
Apply Secretary (RELiance 3821) (8097) 


Barnet General Hospital, 
Welthowse Lane, Barnet, Herts 


Locum Anaesthetic Registrar 
required immediately Apply Hospital Secretary 
(BARoet 7421) (9915) 
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Barnet General Hospital. 
Welthouse Lane, Barnet, Herts 
locum Tenens Orthopaedic 
required for two weeks commencing July 9. Apply 
to Hospital Secretary (BARnet 7421) (5245) 


Bournemouth, Royal Victoria Hospital. 
Shelley Road 


Applications are invited from Registered Medical 

Practitioners for the temporary appointment of 
Additional Casualty Officer 

during July, August and September and relates to 
24 hours per week Monday to Saturday (9 am. to 
I p.m.) The post is assessed for the purpose of 
salary as “ seven notional half-days" at 3) guincas 
per notional half-day Applications will be con- 
sidered from one or more candidates to cover these 
sessions, and should be addressed to the Hospital 
Secretary at the Hospital (5037) 


Clwyd and Deeside Hospital Management 
Commitice 


Royal Alexandra Hospital, Khy! (138 beds) 


Applications are invited for the appointment of 
Locum Casualty Officer 
(Senior House Officer Grade) 
at the above hospital, for period July 14 to 
August 2 1956 Applications Stating age. 
nationality. qualifications and experience, accom- 
panied by copies of two recent testimonials, should 
be sent forthwith to the Group Secretary, 


* Rhianfa.”’ Russell Road. Rhy! (8009) 
Croydon Group Hespital M Committee 
Locum Tenens Registrar 
Obstetrics and Gy 4 ’ 


for period September 3 to 16 for dutics mainly at 
Mayday Hospital (80 Obstetric and 47 Gynacco- 
logical Beds) and St. Mary's Maternity Hospital (33 
Obstetric beds) Full particulars, giving qualifica- 
tions and experience, to Group Secretary. Hospital 
Management Commitice, General Hospital. Croy- 
don (5038) 


Dartford Hospital Management Commitice 


Locum Senior Howse Officer 
(Speciality Orthopaedics) 
required for The Southern Hospital. Dartford 
Period August S tw 18. 1956. Applications, with 
full particulars. to be sent to the Group Secretary. 
Dartford Hospital Management Committee. The 
Bow Arrow Hospital, Dartford, Kent (5021) 


General Hospital (200 beds) 


Locum Teneos Consultant Surgeon (Full-time) 
required for period August 9 to 29, both dates in- 
clusive Applications in writing. to Group 
Secretary Hospital Management Committee, 
General Hospital, London Road, Croydon. (5039) 


Hove and Haywards Heath Chest Clinics 


Locum Chest Physician 

required for the period August 7 to September 1. 
1956, inclusive Apply with full particulars and 
names of two referees to the Group Secretary. 
Brighton & ewes Hospital Management Com- 
mittee, Rogal Sussex County Hospital, Eastern 
Road, Brighton, 7. (Telephone Brighton 29155.) 

(S173) 


Lancaster Moor Hospital, Lancaster 
Regional Mental Hospital 


Locum J.H.M.O. (Male or Female) 
required for minimum period of three months 
previous mental hospital experience preferred 
Salary £17 10s. per week, less £140 per annum 
for board and residence. Apply Medical Super- 
intendent (9598) 


Leeds Regions! Beard 


Short-term Tenens 

Appointments in the Rekistrar grade are con- 
stantly available at hospitals in the area of the 
Board. particularly in the specialities of anaesthe- 
tics, general medicine, general and orthopaedic 
surgery and psychiatry Interested practitioners 
suitably experienced should communicate with the 
Secretary. Joint Registrars Committee, Park Parade, 
Harrogate (5281) 


Leeds (A) Group Hospital Management Committee 
Jewish Herzl Moser Hospital, Leeds, 7 


Locum Resident Medical Officer (J.H.M.O.) 
required at the above Hospital for the month of 
August, 1956. Salary £17 10s. per week, with a 
deduction for services provided. Apply to the 
Group Secretary, St. James's Hospital, Leeds. 9. 

(8022) 


Mayday Hospital (611 beds) 


Locum Tenens Orthopaedic Registrar 
required at Mayday Hospital for period August 1 
to 23, 1956. inclusive Applications. in writing, to 
Group Secretary, Management Committee, General 
Hospital. London Road, Croydon (5040) 


Juty 7, 1956 


Mayday Hospital (611 beds) 


Lecum Tenens Consultant Surgeon (Full-time) 
required for the period August 20 to September 9. 
both dates inclusive Applications, in writing. to 
Group Secretary, Hospital Management Commitice, 
General Hospital, London Road, Croydon. (5041) 


Medway and G d Hospital Management 
Committee 


Locum Tenens Consultant Radiologist 
required August 12 to September 8, 1956. Seven 
sessions per week, salary according to grading 
Applications, with full details, to Group Secretary 
20. Star Hill, Rochester, Kent (5198) 


Newcastle Regional Hospital Board 


locum Coasultant Radiologist 
whole-time, of maximum part-time. for period of 
approximately three months Applications, with 
mames and addresses of two referees. to Senior 
Administrative Medical Officer, Newcastle Regional 
Hospital Board, Walker Gate Hospital, Benficid 
Road, Newcastle-upon-Tyne. 6. immediately. (5042) 


St. Albans City Hospital, 
St. Albans, Herts 


trar 


resident. required immediately for duties mainly at 
the above Hospital. Applications to Secretary, Mid- 
Herts Group Hospital Management Committee, 
Catherine Street, St. Albans (5043) 


Sheffield Regional Hospital Board 


Lecum Non-Resident Registrar (Pathology) 
required immediately at City General Hospital, 
Shefficid. Remuneration £17 10s. per week. Apply 
Secretary, Shefficid Regional Hospital Board. Oid 
Fulwood Road, Shefficid. naming two referees 
(5049) 


Sheffield Regional Hospital Board 


Whote-time Locum for Coasultant Radiologist 
Doncaster and Worksop areas, required from 
August 11 to September 8. Remuncration accord- 
ing to status. Apply Sccretary, Shefficid Regional 
Hospital Board, Old. Fulwood Road, Shefficid. 
naming two referees (S030) 


Sheffield Regional Hospital Board 


Locum Regis (Ob ies) 
required at Nether Edge Hospital, Sheffield. for 
August and September Single accommodation 
available. Remuneration £17 10s. Apply Secretary. 
Shefficig Regional Hospital Board, Old Fulwood 
Road, Sheffield, naming three referees.’ (5046) 


Sheffield Regional Hospital Board 


Lecum (maximum part-time) 
required for Consultant Orthopacdic Surgeon for 
hospitals in the Doncaster and Mexborough areas 
from August 7 to September 19. Remuneration 
according to status. Apply Secretary, Shefficid 
Regional Hospital! Board. Old Fulwood Road. 
Shefficid, naming two referees. (5047) 


Sheffield Regional Hospital Board 


Whole-time Locum for C 
required from August 27 to September 15 at Don- 
caster. Remuneration according to status Apply 
Secretary, Shefficld Regional Hospital Board, Old 
Fulwood Road, Shefficid. naming two referees 
(S048) 


Sheffield Regional Hospital Board 


Locum Senior Casualty Officer 
required at Royal Infirmary, Doncaster, August 20 
to September 3. Remuneration 314 guineas per 
week. Apply Secretary, Shefficid Regional Hospital 
Board, Old Fulwood Road. naming two 
referees (5045) 


Sheffield Regional Hospital Board 


Lecum Resident Registrar (Anaesthetics) 
required immediately at Chesterficid Royal Hospital 
Remuneration £17 10s. per week. Apply w 
Secretary, Sheffield Regional Hospital Board. Old 
Fulwood Road, Shefficid. naming two 

( 


Southend General Hospital 


Locum Pathologist (Senior Hospital Medical Officer) 
required for a period of two to three months pend- 
ing appointment to the permanent post. Post now 
vacant Applications, stating age, qualifications 
and experience, together with copies of recent 
testimonials, to be sent to the undersigned as soon 
as possible.—J. C. Field, Secretary 

Seuth Manchester H.M.C.. Withington Hospital, 

Manchester, 20 


Applications are invited from registered medical 
Practitioners for the Locum appointment of 
Senior House Officer (Medical) 
at Withington Hospital, vacant July/August. Ap- 
plications with full details to be forwarded to the 
Group Secretary at Withington Hospital immedi- 
ately. (9903) 


—— 
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Tilbury and South-East Essex Hospital Management 
Committee 


Lecum Required 
Tilbury and Riverside General Hospital, 


Tilbury 


Branch, Tilbury, Essex. Active Surgical unit. Resi- 
dent. Vacant immcdiately, until August 7, 1956. 
(Pre-registration applicants may apply.) Applica- 


tions to the Group Secretary, Thurrock Hospital, 
Grays, Essex (S051) 
Welsh Rezional Hospital Board 
Whole-time Locum Tenens Registrar in 
Obstetrics & Gynaecology 
required Wrexham area. Vacant carly August. - 


plications, naming two referees, to S 4.M.O 
Temple of Peace. Cathays Park, Cardiff (5235) 
Welsh Rexional Hospital Board 

Whole-time Locum Tenens Orthopaedic 
Traumatic ‘ (S.H.M.O.) 
required Caerphilly Miners’ Hospital, August 12 


to September 8, 1956. Applications, naming two 
referees, to S.A.M.O., Temple of Peace, Cathays 
Park. Cardiff (5236) 
Welsh Regional Hospital Board 
Whole-time Locum Tenens Consultant Surgeon 
required, Merthyr and Aberdare area, August 6 to 
September 3. 1956. Applications, naming two 
referees, to S.A.M.O., Temple of Peace, Cathays 
Park, Cardiff. ($237) 
Welsh Regional Hospital Board 
Required whole-time 
Tenens Assistant Psychiatrist (S.H.M.O.) 
Cefn Coed Hospital, Swansea (710 beds). Avail- 
able August 11, 1956, for approximately four 
months. Resident / Non-resident. Applications, 
naming two referses, to S.A.M.O., Temple of 
Peace, Cathays Park, Cardiff. (5234) 


LOCUMS (Available) 


Indian Doctor available, Lendon, 4 weeks, end 
Juiy-August, experienced. Car owner.—Box L.793, 


SITUATIONS (Wanted) 


recently resigned from G.P., interested in 
Partnership or ful! control in nursing home shoy- 
ing substantial net return.—Box S.774, B.MJ. 


APPOINTMENTS 
ANAESTHETICS 


MANCHESTER REGIONAL HOSPITAL BOARD 


Whole-time or maximum part-time additional! 
CONSULTANT ANAESTHETIST 
to the Lancaster and Kendal Hospital Centre 
(mainly at Royal Lancaster Infirmary), Wide ex- 
perience and higher qualifications essential; ap- 
Pointee to live in area. Application forms from 
the Senior Administrative Medical Officer w the 
Board, Cheetwood Road, Manchester, 8, to be re- 
turned by July 16, 1956. (5205) 


MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT ANAESTHETIST 
(S.H. 
to the Salford Group of Hospitals, mainly at Sal- 
ford Royal and Royal Manchester Children’s 
Hospitals. Good experience essential, higher 
qualification desirable ; appointee to work under 
general guidance of consultants and to live near 
main hospitals. Application forms from the Senior 
Administrative Medical Officer to the Board, Cheet- 
wood Road, Manchester, 8, to be returned by July 
16, 1956. (9804) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT ANAESTHETIST 
required for hospitals in Grimsby and Louth. Salary 
scale £1,575 by £50 to £2,025. Application forms 
and further details from Senior Administrative 
Medical Officer, Sheffield Regional Hospital Board, 
Old Fulwood Road, Shefficid, 10. Forms to be 
returned by August 4, 1956 (5098) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ANAESTHETIC REGISTRAR (Resident) 
required at the Royal Northern Hospital. Holloway, 


London, N.7 (279 beds). Commencing date by ar- 
rangement. Post recognized for D.A. and 
F.F.A.R.C.S. Candidates may visit the Hospital 


Application forms obtain- 
the Secretary, Rova! 
(5155) 


by direct appointment. 
able from, and returnable to, 
Northern Hospital by July 17, 1956. 
SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 

Wandsworth Hospital Group 

St. James’ Hospital, Balham, Londoa, 

ANAESTHETIC REGISTRAR 

required September 23. Post recognized for D.A. 
and F.F.A.R.C.S. Application forms, obtainable 
from Group Secretary at above address, to be 
ompleted and returned by July 21. @gi2) 


S.W.12 


Jury 7, 1956 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 
REGISTRAR IN ANAESTHETICS 
vacant August |. 1956. The main duties will be 
with the Stockport and Buxton H.M.C., with some 
dutics in the Macclesficid and District 
Group. The post is recognized for the D.A. and 
F.F.A.R.C.S.. and would suit a candidate wishing 
to study for higher qualifications. Applications, 
Stating age, qualifications, and experience, together 
with copies of two testimonials, to be addressed to 
the Secretary. Stockport and Buxton H.M.C.. 59b, 
Shaw Heath, Stockport (9879) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME ANAESTHETIC REGISTRAR 
resident. required for duties mainiy at St. Albans 
City Hospital (384 beds). This is a new post for 
increased establishment. Hospital may be visited 
by direct appointment. Application forms obtain- 
able from, and returnable to, Secretary, Mid-Herts 
Group Hospital M Bicak 
House. Catherine Street, St. Albans, by duly a 


SHREWSBURY GROUP & ROBERT oN 4 
AGNES HUNT ORTHOPAEDIC HOSPITAL 


REGISTRAR, ANAESTHETICS 
Resident ‘Non-resident. Recognized for D.A. and 
F.F.A.R.C.S. Duties mainly in Shrewsbury Group. 
Application forms from Group Secretary, Royal 
Salop Infirmary, Shrewsbury, to be returned before 
July 16, 1956. Candidates may visit — 
(5052) 


UNITED OXFORD HOSPITALS 
invited for the post of non- 


Applications are 
esident 


REGISTRAR IN ANAESTHETICS 
to the United Oxford Hospitals with effect from 
August 13, 1956. Applications, on forms obtain- 
able from the Administrator, Radcliffe Infirmary, 
Oxford, should be received not later than Monday. 
July 23. (5053) 


CENTRAL MIDDLESEX HOSPITAL 
Park Royal, N.W.10 

SENIOR HOUSE OFFICER 
Whole-time, resident, for six months, renewabie. 
Previous experience in anacsthesia essential. Post 
is recognized for D.A. and F.F.A. Applications, 
with copies of two testimonials or names of two 
referees, to Medical Director, by July 14. (9866) 


NELSON HOSPITAL 
Kingston Road, Merton, S.W.20 


RESIDENT ANAESTHETIST 

(Senior House Officer Grade) 
Applications, stating age, experience and 
qualifications, with copies of testimonials, and the 
name of one referee, should be sent to the Group 
Secretary, St. Helier Hospital, Carshalton, Surrey 
(8023) 


rr 


(Anaesthetics) 


WANSTEAD HOSPITAL 
Hermon Hill, London, E.11 (191 beds) 


Applications are invited for the post of 
RESIDENT ANAESTHETIST 
Graded Senior House Officer, vacant July 21, 1956. 
Salary £745 per annum, iIess £150 per annum for 
board. lodging. etc. Recognized for the F.F.A 
and D.A. Applications, stating age, qualifications 
and experience. together with copies of two recent 
testimonials, should be .sent immediately to the 
Secretary. H.M.C. Forest Group, Langthorne 9 


WEST HAM GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Stratford, E.15 


ANAESTHETISTS 
(Resident, Senior House Officer Grade) 
for twelve months, commencing as soon as pos 


sible. Six months at Queen Mary's Hospital for 
the East End and six months at East Ham 
Memorial Hospital. Combined post recognized 


for the F.F.A.R.C.S. Applications, with names of 


three referees, to West Ham 
Group Hospital M . Stratford, 
E.15, by July 21. 1956 (5194) 


WOOLWICH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICERS (Anaesthetics) 

One at St. Nicholas Hospital, Plumstead, vacan: 
July 16, and one at Memorial Hospital, Woolwich, 
vacant August 18 Both posts recognized for 
F.F._A.R.C.S. and are for 6 months in the first 
instance and may be renewed. Possession of D.A 
an advantage. Apply to Group Secretary. Memoria! 
Hospital. Shooters Hill, Woodwich, $.E£.18. (9777) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT ANAESTHETIST 
(Senior House Officer Grade) 

Main duties at Bolton Royal Infirmary and Bol- 
ton District General Hospital. Tenable for twelve 
months and recognized for the D.A. and 
FFAR.CS. Applications, with the names of two 
referees, to Group Secretary, The Royal Infirmary, 
Bolton. (5054) 
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CHELMSFORD HOSPITALS 


RESIDENT ANAESTHETIST 
Applications are invited for the post of Resident 
Anacsthetist (Senior House Officer) to large sur- 
gical units, for a period of twelve months. Ap- 
plications, stating age, qualifications and experience, 
with recent testimonials, should be sent to the 
Secretary. Chelmsford Hospital Management Com- 
mittee, London Road, Chelmsford (8286) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Resident Anaesthetist) 
The post. which becomes vacant on August 20, 
1956, and is normally of one year’s duration, is 
recognized for the D.A. and the F.P.A.R.CS. 
examinations. Applications, stating age, and 
nationality, together with recent testimonials, to 
Hospital Secretary (9354) 


KENT AND SUSSEX HOSPITAL 
Tunbridge 


Wells (301 beds) 


SENIOR HOUSE OFFICER Anaesthetics 
required. (Male or female.) Resident. Vacant 
August 30. Recognized D.A. and F.P.AR.CS 
Applications, giving age, qualifications and 
experience, with names of two referees, to Group 
Secretary, Sherwood Park, Tunbridge Wells . 

(9471) 


LEICESTER GENERAL HOSPITAL 
Applications are invited for the post of 
SENIOR HOUSE OFFICER, 


vacant July 1. Recognized for D.A. and F.F.A 
Applications, stating age, qualifications and 
experience, with copies recent testimonials, to 
the Group Secretary, No. 1 Hospital Management 
Committee, The Leicester Royal Infirmary. im- 
mediately (9313) 


MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE 


RESIDENT ANAESTHETIST 
Applications are invited for the appointmem of 
Resident Anacsthetist for joint duties at the West 
Kent General Hospital and the Kent County 
Ophthalmic and Aural Hospital, Maidstone. (Total 
beds 254.) The post, which is of Senior House 
Officer grade, is vacant now, and carries a salary 
of £745 a year, less £150 for residential emolu- 
ments. Excelient experience under Consultant 
Anaesthetists is available, and the post is recog- 
nized for the F.F.A.R.C.S. Examination. Applica- 
tions, stating age, nationality, qualification and ex- 
perience, together with the names of two suitable 
referees, should be forwarded to the Administra- 
tive Officer, West Kent General Hospital, Maid- 
stone (6187) 


YMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL — HOSPITAL GROUP 


Seuth Devon and East ‘Cornwall Hospital, Plymouth 


SENIOR HOUSE OFFICER Anaesthetics 
vacant October 1, 1956, recognized for the D.A. 
and F.F.A.R.C.S. The appointment will be for a 
period of twelve months.—Arthur R. Cash, Group 
Secretary, 7, Nelson Gardens, Stoke, Plymouth 

(5125) 


ROYAL BERKSHIRE HOSPITAL 
Reading (339 beds) 


Applications are invited from registered medica! 
(male or female) for the appointment 
ofa 

SENIOR HOUSE OFFICER (Anaesthetics) 
vacant August I next for a period of one year. Post 
recognized for F.F.A.R.C.S. Salary £745 per 
annum, less £125 for board residence. Write, stat- 
ing age, qualifications with dates, aationality and 


present post, together with the names of two 
referees, to the Group Secretary, Reading and 
District Hospital Management Committee, 3, 


Craven Road, Reading. (8791) 
SOUTH MANCHESTER H.M.C. 


Applications are invited for the post of 

SENIOR HOUSE OFFICER (Amsestheties) 
with duties in the South Manchester Group. This 
post is recognized by the Royal College of 
Surgeons for the F.F.A. and for the D.A. Applica- 
tions, stating age, qualifications, present post, ex- 
perience, and names of two referees to be for- 
warded immediately to the Group Secretary. (9904) 


TORQUAY DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Torbay Hospital, Torquay. 166 beds 
SENIOR RESIDENT HOUSE OFFICER 
(Anaesthetics) 
required as soon as possible. There is a comple- 
ment of 6 Resident House Officers and the Hospital 
is recognized for the D.A. and for the F.F.A.R.C.S. 
Applications, stating qualifications, age, nationality, 
with copy testimonials, to the Group Secretary, 
Torbay Hospital, Torquay, S. Devon. (9812). 
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Anaesthetics—contd. 
WARRINGTON INFIRMARY (172 beds) 


Applications ate invited for the vacant post of 
RESIDENT ANAESTHETIST 


The hospital is recognized for the D.A. examina- 
tion Salary is £745 per annum. jess a deduction 
of £180 per annum for residential emoluments 
Applications, stating qualifications and experience. 
should be sent to H. L. Boot, Group Secretary. 


Warrington and District Hospital Management 
Committee. c/o General Hospital, Warrington, 
(5631) 


Lancs 
WOLVERHAMPTON, THE ROYAL 


Ae Associated Hospital of the University 
Birmingham Medical School 


5.4.0. ANAESTHETIST 
Vacant now. (Appointment recognized for D.A 
and FFARC.S.) Apply Secretary. with copics 
of tesimmoniats (5146) 
SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Isleworth 


HOUSE OFFICER— ANAESTHETICS 
Post recognized by the Faculty of Anaecsthetists 
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CONNAUGHT HOSPITAL, Walthamstow, E.17 


(118 beds) 


Applications are invited for the post of 

SECOND CASUALTY OFFICER 
with duties in the Department of Orthopaedic and 
Traumatic Surgery (Senior House Officer grade) 
vacant July 12, 1956. Recognized for F.R.C.S 
Salary £745 per annum, jess £150 per annum for 
board, lodging, etc. Applications, with fall details, 
and copies of two recent testimonials, should be 
sent immediately to Secretary, H.M.C.. Forest 


Juty 7, 1956 


ROYAL LANCASTER INFIRMARY (230 beds) 


SENIOR HOUSE OFFICER (Casualty) 

The successful applicant will work with the 
specialist orthopacdic unit. The post is recognized 
for F.R.C.S Applications, with names of two 
referees. to be addressed to the Group Secretary. 
Royal Lancaster Infirmary, Lancaster (S136) 


ROYAL SOUTH HANTS HOSPITAL 
Southampton (278 beds) 
(Recognized for F.R.C.S.) 


Group, Langthorne Road, E.i1 (9731) CASUALTY OFFICER 
(Senior House Officer G 
PRINCESS BEATRICE HOSPITAL required carly in August Applications, with 
Eart’s Court, §.W.5 copies of testimonials, to be submitied as soon as 
possible to the Secretary, ——_ Group 
Applications arte invited from registered dical — 
Practitioners for the post of 
RESIDENT CASL ~ SOUTHLANDS HOSPITAL 
(Some anaesthetic duties Shorcham-by-Sea, Sussex (411 beds) 
Senior House Officer grade Applications, stating 


age, qualifications, and with three testimonials, to 
the House Governor, not later than July 19. 1956 
(5215) 


CASUALTY OFFICER 
House Officer Grade) 
vacant now recognized for F.R.C.S. 


New post, 
Appli forms to be obtained from. and 


BECKENHAM HOSPITAL, Kent 


CASUALTY OFFICER (Senior House Officer) 
required for one year in first instance, with duties 
in Orthopacdic and Fracture Departments 
for F.R.CS Apply. stating agc. 
qualifications and cxperience, and 


Vacant August 22 Applications tw Group 

Secretary, West Middlesex Hospital, Isleworth. by 

Juty 17 (5157) | Recownized 
CARDIOLOGY 

—_ 

NORTH-EASTERN 


REGIONAL HOSPITAL 
BOARD, Scottand 


Applications are invited for a vacancy in the 

whole-time post of 
ASSISTANT CARDIOLOGIST 

on the staff of the Aberdeen General Hospitals 
with main duties at the Aberdeen Royal Infirmary 
Applicants are required to have previous experience 
in Cardiology. The salary is within the scale £1,500 
to £1,950. Terms and Conditions as laid down for 
Medical and Dental Staff under the National Health 
Service (Scotland) Act Applications (12 copies). 
toecther with the names of two referees. should be 
submitted by July 14, 1956, t the Secretary, |. 
Aibyn Place. Aberdeen, from whom further par- 
ticulars may be obtained. (9765) 


CASUALTY 
SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR CASUALTY OFFICER 
required at the Royal Infirmary, Doncaster. Salary 
within the range of £1,575 to £2,025. Tenure for 
a period not exceeding four years Application 
forms and further details from Senior Administra- 
tive Medical Officer, § id Regional Hospital 
Board. Old Fulwood Road, Shefficid. Forms to be 
returned by August 4, 1956 (5055) 


COVENTRY & WARWICKSHIRE MUSPITAL 
Coventry 


CASUALTY OFFICER 
Resident. 1.H.M.O. status. Recognized F.R.C.S 
Applications to Group Secretary, Coventry & War- 
wickshire Hospital, Coventry (9683) 


HUDDERSFIELD ROYAL INFIRMARY 
(28S beds) 


Applications are invited for the post of 
CASUALTY OFFICER 

The post, which is resident. is graded Junior 
Hospital Medical Officer and is recognized under 
the Fellowship regulations Duties terminate at 
7 om. daily with one night weekly on call. Ap- 
plications for the appointment, which will be 
vacamt ca September |. 1956. should be accom- 
panied by copies of three recent testimonials and 
addressed to the undersigned. J. Johnson, 
Group Secretary, The Royal Infirmary, Hudders- 
field (9805) 


WARRINGTON INFIRMARY (172 beds) 


Applications are invited for the post of 
RESIDENT CASUALTY OFFICER 
(male or female) now vacant. The post is graded 
Junior Hospital Medical Officer. Scale of salary 
£775 by £50 rising to £1,075, less a reduction of 
£1 for residential emoluments. Applications will 
also be comsidered from Junior Medical Officers. 
who would be graded Officer or Senior 
House Officer at the scale appropriate to the ex- 
perience of the applicant. Considctration will also 
be given to applicants who desire the appointment 
on a short-term basis. A whole-time Senior Hos- 
pital Medical Officer is in charge of the Depart- 
ment Applications, stating age, experience, and 
qualifications, should be forwarded of telephoned 
to: HB. L. Boot. Group Secretary. Warrington & 
District Hospital Management Committee, c/o 
General Hospital (Tel. No. Warrington 1666). 
Warrington, Lanes. (823%) 


naming three referees, to Administrative Officer. 
(5199) 


HULL (A) GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Holt Royal Infirmary 


Applications are invited for the post of 
CASUALTY OFFICER 
Senior House Officer 


Grade) 
Recognized for F.R.C.S. National salary scale and 
conditions. Appointment will be for six months. 
terminable by one month's notice cither side. 
Applications to the Hospital Secretary. (9097) 


KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (301 beds) 


Tunbridge Wells Group Hospital Management 
Committee 


Applications invited for post of 
SENIOR HOUSE OFFICER (Casualty) 
(Male or Femaie.) Recognized F.R.C.S. Vacant 
August 6. 1956. Apply. giving aac. qualifications. 
experience, with sames of two referees, t© Group 
Secretary. Sherwood Park, Pembury Road, Tun- 
bridge Wells. (9774) 


LUTON AND DUNSTABLE HOSPITAL 
Laton, Beds 


SENIOR HOUSE OFFICER 
required for Accident Service, including duties in 
the Hand Infection Unit. Vacant August 1, 1956, 
and tenable for ome year. Post recognized for 
F.R.C.S. Applications to the Secretary by July 17 
(5003) 


MANSFIELD AND DISTRICT GENERAL 
HOSPITAL 


Applications are invifed for the post of 
SENIOR HOUSE OFFICER 
to the Casualty and Orthopaedic Department (one 
of two posts), Vacant July 31. The post is recog- 
nized for F.R.C.S. Regulations. Applications, stat- 
ing qualifications, age. experience ctc.. to be 
forwarded to the Secretary. Mansficid Hospital 
Management Commitice, Crow Hili Drive, Mans- 
field, Notts. (9330) 
MERTHYR & ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Tydfil's Hospital, Merthyr Tydfil (376 beds) 


Applications are invited for the following ost 
RESIDENT SENIOR HOUSE OFFICER (Caseaity) 
Apply immediately, with full particulars and copies 
of two recent testimonials, to Group Secretary. St. 
Tydfil’s Hospital, Merthyr Tydfil. (9752) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and Cornwall Hospital, Plymouth 
Central Casualty Department 


Group Secretary, 7, 
Gardens, Stoke, Plymouth. 


teturned to, Surgeon Superintendent. Southlands 
Hospital..-A. V. Oakton, Group Secretary, Worth- 


ing Group Hospital M nt 
(9753) 


BATTERSEA GENERAL HOSPITAL 
Battersea Park, S.W.11 


CASUALTY 


Residence optional. House or Senior Howse 
Officer Grade, according to experience. Vacant 
July 14. Not pre-registration Not recognized 
for F.R.CS Apply Hospital Secretary, enclos- 
ing copies of two recent testimonials (50:0) 
ST. NICHOLAS HOSPITAL. Piumstead, 5.E.18 


y OFFICER 

(Casualty, Fracture & 

Vacant August 5. Recognized for F.R.CS. 6 
months’ resident appointment (aot pre-registration). 
There is also a Senior House Officer in Casualty 
Dept. Apply to Group Secretary, Memorial 
Hospital, Woolwich, S.E.18 (9843) 


HITCHIN HOSPITALS, 


RESIDENT OFFICER 
(H.S. or 8.H.O. according to experience) 
for duty with the Accident Service and as 
Orthopaedic House Surgeon required for six months 
im the first instance from August 1, 1956. Recoe- 
nized for F.R.C.S. Applications to be sent im- 
mediately to the Medical Administrator, Lister 
Hospital. Hitchin (S099) 


MAIDENHEAD HOSPITAL, Berks 


Applications invited from registered practitioners 

for post of 
CASUALTY OFFICER 

vacant now. Post recognized for F.R.C.S. Salary 
on House Officer scale plus £50 per annum. Ap- 
plications, stating age. qualifications and nationality. 
with copies of testimonials, or names of three 
referees. to Secretary. (9685) 


READING, BATTLE HOSPITAL (391 beds) 

Applications are invited from registered medical 
practitioners for post of 

RESIDENT JUNIOR HOUSE SURGEON 
in the Area Accident and Orthopaedic Department. 
vacant August 1, 1956. F.R.CS. recognized. 
Also caswalty duties. Salary £425 to £525 per 
annum jess £125 board residence. Apply. stating 
age. qualifications with dates. nationality, present 
post, with one copy of recent testimonial, to 
Hospital Secretary. (9457) 


WINDSOR GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Upton  Hespital, Slough 
CASUALTY HOUSE OFFICER 
one of two, for busy Casualty Depart- 
ment. Experience provided in Orthopaedic and 
Piastic cases. Salary on House Officer scale plus 
£50 per annum. Applications, together with names 
of two referees, to Secretary. (5024) 


HARTLEPOOLS HOSPITAL MANAGEMENT 
COMMITTEE 


required. 


Departme 
(Recognized for F.R.C.S.) 
Applications are invited for the above post: 
there is also a Senior Casualty Officer in the Group 
Applications, stating age, nationality and qualifica- 
tions (with dates) and enclosing copies of two 
testimonials, should be sent to the Group Secretary 
Hospital, West 


at the General |, a8 soon 
as possible. (Pr. 9816) 


| | 
Male femalk 
Graded as Senior House Officer) | | 
| 
| 
| 
| 
_ 
| on — 
| Hartlepools Hospital, 133 beds 
INIOR HOUSE OFFICER (Caveally 
SENIOR HOUSE OFFICER (Casualty and 
SENIOR HOUSE OFFICER in Casualty 
vacant Scptember 1 1956, recognized for the 


Jury 1, 1956 
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CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


ASSISTANT CHEST PHYSICIAN (whole-time) 
Peterborough and Huntingdon Chest Clinic Areas. 
The consultant chest physician in cach area has 
charge of beds for tuberculosis and other chest 
discases and in addition to work in the chest clinics 
the successful candidate's duties will include work 
in the hospital unit (46 beds) for chest diseases in 
the Peterborough area Higher qualification and 
experience in chest diseases and tuberculosis neces- 
sary Salary scale £1.500 to £1,950. Applications 
(8 copies), stating age, experience and the names 
of three referees, to the Board's Senior Adminis- 
trative Medical Officer, 117, Chesterton Road, 
Cambridgc, by July 23, 1956. Candidates invited 
to visit clinics by direct arrangement with H.M.C 
Secretary, Memorial Hospital, Peterborough. (5100) 


ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the whole-time post 


of 
REGISTRAR in Chest Diseases 

in the Ashton, Hyde and Glossop Group and Old- 

ham and District Group of Hospitals. The post 

offers wide expericnce in both out-patient clinics 

and pulmonary hospitals. Residential accommoda- 

tion may de arranged. Applications to the Group 

Secretary. Ashton, Hyde and Glossop Hospital 

Management Committee, Ashton-under-Lyn: 

General Hospital, Ashton-undcr-Lyne, Lancashire 
(S011) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


REGISTRAR IN CHEST DISEASES 
Ipswich Hospital Group. Main duties at Nay- 
land Hospital, near Colchester (124 beds for 
tuberculosis and other pulmonary diseases), and 
Foxhal] Hospital, Ipswich (102 beds for chest 
diseases), where there is a Thoracic Surgical Unit. 
Other dutics at Ipswich Chest Clinic. Furnished 
married quarters available. Good experience and 
facilities for doctor with special imerest in chest 
diseases and reading for higher qualification. Ap- 
pointment for one year, renewable for second year. 
Applications, stating age. experience, and the 
names of three referees, to the Board's Senior 
Administrative Medical Officer, 117 Chesterton 
Road. Cambridge, by July 23, 1956. Candidates 
invited to visit hospitals by direct arrangement with 
Physician Superintendent, Foxhalj Hospital. (S056) 


LEEDS REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR in Chest Diseases 
Castle Hill Sanatorium, Cottingham. near Hull 
(220 Medical and S51 Thoracic Surgical Beds.) Non- 
resident. Applications. stating age. qualifications 
and details of present and previous appointments 
(showing dates), togcther with the names and ad 
dresses of three referees to the Secretary, Joim 
Registrars Committee, Park Parade, Harrogate. by 
July 19, 1956 (9722) 


STOKE-ON-TRENT GROUP 


REGISTRAR, CHEST DISEASES 
for Cheshire Joint Sanatorium (305 beds). Ex- 
perience in general medicine required. Applica- 
tion forms from Group Sccretary, Princes Road. 
Stoke-on-Trent. to be returned before July 16. 
1956. Candidates may visit Hospitals. (S057) 


BOARD OF MANAGEMENT FOR GREENOCK 
AND DISTRICT HOSPITALS 


Applications are invited from suitably qualified 
medical practitioners for the following appointment: 
Sanatorium, Bridge of Weir 
RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER 


Experience im the diagnosis and treatment of 
tuberculosis is desirable but not essential. Applica- 
tions, giving details of age, experience, and quali- 
fications, together with copies of three testimonials, 
should be forwarded to the Secretary and Treasurer 
at Headquarters, 47, Eldon Strect, Greenock, not 
later than July 18, 1956. The appointment will be 
subject to the National Health Service (Scotland) 
(Superannuation) Regulations. (5174) 


BRIGHTON, 7, BEVENDEAN HOSPITAL 
Bear Road (165 beds) 


Applications, and usual par- 
ticulars, together with the names of two referees, 
should be sent to the Administrative Officer. 
Brighton General Hospital. Elm Grove. 
7. as soon as possible. (9818) 
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IMPORTANT NOTICE 
APPOINTMENTS 
Medica! practitioners arewequested 


not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, W.C.1, or in the case of the Irish 
appointment, with the Medical Secretary 
of the Irish Medical Association, 10, 
Fitzwilliam Place, Dublin, or in the case 
of the South African appointment, with 
the Medical Secretary of the Medical 
Association of South Africa, 35, Wale 
Sureet, Capetown, to learn the views of 
the Association regarding the terms and 
conditions of service pertaining to the 
appointment : 


COUNTY BOROUGH OF MIDDLESBROUGH 


REPUBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY 
Visiting Statt 
GOVERNMENT OF CYPRUS 


MINES BENEFIT SOCIETY. 
JOHANNESBURG 


Appointment of Urologist. 
By Order of the Council, 
A. MACRAE, 
July 3, 1956. Secretary. 


SKIPTON (near), GRASSINGTON HOSPITAL 
(208 beds) 


JUNIOR HOSPITAL MEDICAL 
required for the above Hospital. which provides 
treatment for tuberculosis patients, men and women 
Accommodation available for singie applicants 
Post tenable from September |, 1956. Applications 
to Medica! Superintendent (9443) 


KELLING HOSPITAL AND DEPARTMENT OF 
THORACIC SURGERY 
Norfotk 
Applications are invited for the following posts 
1. LOCUM JUNIOR HOSPITAL MEDICAL 
OFFICER (Minimum of 4 months) 
2. SENIOR HOUSE OFFICER 
This hospital (180 beds) deals with tuberculous and 
Non-Tubereulous Chest Conditions and offers 
excellent experience in Chest Medicine and 
Thoracic Surgery Applications, stating age, scx, 
qualifications, nationality and experience, together 
with names of two referees. to the Group Secretary, 
Cromer Area Hospital Management Committee, 
Cliff Avenue, Cromer, Norfolk, who will be 
pleased to supply any other information concerning 
the appointments (9723) 


CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER (resident) 
required at Glan Bly Hospital, Pairwater, Cardiff 
(240 beds), for treatment of Pulmonary (Thoracic 
Unit) and all forms of non-Pulmonary Tuber- 
culosis. Form of application from Group 
Secretary, 44, Cathedral Road, Cardiff. (5012) 


HALIFAX, NORTHOWRAM HALL HOSPITAL 
(108 beds) 


SENIOR HOUSE OFFICER in Chest Diseases 
required. Duties include attendance at busy Chest 
Clinic at the Royal Halifax Infirmary and non- 
tuberculous chest ward work This post offers 
excellent facilities for the study of chest diseases. 
Salary £745 per annum, with deduction of £130 
per annum for board, residence, etc. Applications 
to be forwarded to the Group Secretary. Royal 
Halifax Infirmary, Halifax. (9537) 


MPTON (near), CREATON 
SANATORIUM 


Applications are invited from suitably qualified 
medical practitioners for the post of 
SENIOR SE OFFICER 
The Sanatorium has 138 beds and is for the treat- 


ment of both pulmonary and non-pulmonary 
tuberculosis. There is a ncw major thoracic sur- 


gical ume for T.B. and non-tuberculous discases 
of the chest. Applications, stating age, experience 
and qualifications. together with the names and 
addresses of two referees, should be sent to the 
Secretary, Northampton and District Hospital 
Management Committec. General Hospital, 
Northampton (9686) 


ST. HELENS & DISTRICT HOSPITAL 
MANAGEMENT © COMMITTEE 


SENIOR HOUSE OFFICER 

Applications are invited for the post of Senior 
House Officer at the above Hospitals. The person 
appointed will work under the supervision of the 
Consultant Chest Physician for the Group The 
work comprises all types of Tuberculosis. Good 
residential accommodation for a single person, 
malc or female, is available. The post may be 
non-resident, subject to residence within reasonable 
distance from the Hospitals. Applications to be 
forwarded to N. Richards. Group Secretary, Whis- 
ton Hospital, Prescot 5129) 


NORTHAMPTON (near), CREATON 
SANATORIUM 


Applications are invited for the post of 
HOUSE OFFICER 


which is recognized as a pre-registration medical 
appointment, The Sanatorium has 138 beds and 
is for the treatment of both pulmonary and non- 
Pulmonary tuberculosis There is new major 
thoracic surgical unit for T.B. and non-tuberculous 
diseases of the chest Applications, stating axe. 
experience and qualifications, together with the 
names and addresses of two referees, should be 
semt to the Secretary, Northampton and District 
Hospital Management Committce, General Hospital 
Northamptoa. (Pr.9724) 


DENTAL 


HOSPITAL. OF ST. JOHN & ST. 
60, Grove End Read, Londen, 

Applications are invited for the pcat of 
HONORARY DENTAL SURGEON 
Twenty-cight copics of the application should be 
semt to the undersigned on or before August 16. 
1956. Testimonials are not required but the 
names of three persons willing to act as referces 
should be furnished.—Sister Mary Clare. Secretary. 

(9880) 


EAR, NOSE, AND THROAT, ETC. 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT E.N.T. SURGEON 

two half-days a week, Bedford General Hospital 
(437 beds). Successful applicant required to live 
within casy reach of Bedford. Hospital may be 
visited by direct appointmemt. Application forms 
obtainable from, and returnable to, Secretary. 
North-West Metropolitan Regional Hospital Board. 
lla, Portland Place. W.1, before August 13, 1956. 

(5246) 


THE ROYAL FREE HOSPITAL GROUP 
Hampstead General Hospital and Elizabeth 
Garrett Anderson Hospital 
EAR, NOSE AND THROAT REGISTRAR 
Applications ate invited for the post of Registrar 
to the Ear, Nose and Throat Department at the 
Hampstead General and Elizabeth Garrett Ander- 
son Hospitals. Applicants should be registered 
practitioners of not more than ten years’ standing. 
Application forms may be obtained from the 
Secretary to the Board of Governors, Royal Free 
Hospital, Gray's Inn Road, W.C.1, to whom they 

should be returned not later than July 27. 1956 


REGISTRAR 
for Otorhinolaryngology Department. Ample op- 
portunity for practical operative experience. Post 
recognized for D.L.O. and for F.R.C.S. England. 
Hospital may be visited by direct appointment. 
Application forms obtainable from, and returnable 
to, Group Secretary, Uxbridge Group H.M.C., The 
Furze, Pield Heath Road, Uxbridge, Middlesex. 
by July 17. (S0S8Y 


‘ 
| Eccleston Hall Hospital (75 beds) 
| Delph Lane Hospital, Whiston (34 beds) 
| 
q 
| 
4 
(9778) 
> 
HILLINGDON HOSPITAL, near Uxbridge, ae 
Middlesex (General 621 beds) 
| 
| 
IMPORTANT: All intending applicants 
should read the revised NOTICE at the [Sat 
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Ear, Nose, and Throat, etc.—contd. 


UNITED MANCHESTER HOSPTTALS 


Manchester Royal Manch 
REGISTRAR to the E.N.T. Department 
to commence as soon as possible. Whole-time non- 
resident appointment for twelve months, renewabic 
Application to be made on form obtainable from 
the undersigned, to be returned by July 18, 1956 
G. H. Taylor, Seeretary (5166) 


BIRMINGHAM & MIDLAND EAR & THROAT 
HOSPITAL, Edmond Street, Birmingham, 3 


SENIOR HOUSE OFFICER or 
HOUSE OFFICER 


(including pre-registration) required Apply wo 
Group Secretary, Dudicy Road Hospital. Bir- 
mingham. 18 (9905) 
DURHAM, DRYBURN IN HOSPITAL (303 beds) 


SENIOR HOUSE OFFICER 
in a shared post covering E.N.T., Eyes. 
and General Surgery Post vacant on August |, 
1956 Appiy. with particulars of previous cx- 
perience, names and addresses of two referees, to 
the Group Secretary. Dryburn Hospital, Durham 

(S175) 

GUILDFORD ROYAL SURREY COUNTY 
HOSPITAL 233 beds 


SENTOR HOUSE OFFICER 
required for E.N.T. department. Post is recognized 
for the D.L.O. examination Applications, with 
copies of three testimonials, should be sent as soon 
as possible to the Hospital Secretary ($114) 


READING & DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE 
SENIOR HOUSE OFFICER 
for E.N.T. Department, Royal Berkshire Hospital, 


required 


Reading. 40 beds. Post recognized for D.L.O. 
Applications, stating age, nationality, experience 
and qualifications, together with names of two 


Group Secretary, 3, 
(9477) 


referees, should be sent to 


Craven Road, Reading 
EDINBURGH, ROYAL INFIRMARY 


Applications are invited for the post of 
RESIDENT HOUSE OFFICER 
in the Ear. Nose and Throat Department, for a 
period of six months from August |, 1956. Apply, 
by letter. stating agc, qualifications and cxpericnce, 
to the Medica! Superintendent (5249) 


GLASGOW EAR, NOSE & THROAT HOSPITAL 


RESIDENT HOUSE OFFICER 

required immediately Appointment is for six 
months and qualifies for pre-registration period in 
Suracry If desired the appointment may be aplit 
into three months in Ear, Nose, and Throat Hos- 
pital and three months in Glasgow Eye Infirmary 
Salary scale £425 to £525 pa Applications to 
Medical Superintendent, Ear, Nose and Throat Hos- 
pital, 306, St. Vincent Street, Glasgow, C.2 

(Pr 8589) 


HIGH WYCOMBE & DISTRICT WAR 
MEMORIAL HOSPITAL 
5 residents) 


(163 beds, 


PRE-REGISTRATION HOUSE SURGEON 
required for E.N.T. and General Surgery. Applica- 
referees, to Group 


tions, with names of two 
Secretary, St. Mary's Cottage. High Wycombe 
Bucks (Pr.9688) 


WOLVERHAMPTON. THE ROYAL HOSPITAL 
An Associated Hospital of the University of 
Birmingham Medical School 


E.N.T. DEPARTMENT 
Vacant August |. Also listed as pre-registration 


post. Apply Secretary. with copies of testimonials 
(Pr.5147) 
GERIATRICS 


ST. JOHN'S HOSPITAL, St. Joho’s Hil, §.W.11 


SENIOR HOUSE OFFICER 
Vacant mid-August. Duties mainly in Geriatric 
Department, with some Orthopaedic work. Post 
offers cxcelient experience in these two fields. Par- 
ticularly suitable for one working for higher quali- 
fications Apply Medical Superintendent, with 
copies of two recent testimonials (9671) 


SUNDERLAND, GENERAL HOSPITAL 


HOUSE OFFICER Geriatric Unit 
Post recognized for pre-registration purposes 
460 «beds (265 acute). Good clinical experi- 
ence in all branches of medicine including 
out-patient clinics Successful candidate will 
work under direction of consultant physician 
The unit has a rescarch department and 
facilities for all modern methods of investigation 
and treatment Vacant July 9. 1956. Apply. 
naming two referees. to the Hospital Secretary, 
The Genera| Hospital, Sundertand. (Pr.5192) 
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HAEMATOLOGY 
UNITED MANCHESTER HOSPITALS 

y. Manchester, 13 
of Haematotogy 


Whoic-time non- 
renewable 


Royal Inft 


REGISTRAR ff the 

vacant on October |, 1956 
residemt appointment for twelve months, 
The post is mainly clinical in character, involving 
ward and gencral out-patient climc duties Ap- 
plication to be made on form obtainable from the 
undersigned, to be returned by July 18, 1956.— 
G. H. Taylor, Secretary ($167) 


INFECTIOUS DISEASES 


PAISLEY INFECTIOUS DISEASES HOSPITAL 


JUNIOR HOSPITAL MEDICAL OFFICER 


required. Applications w Group Medical Superin- 

tendent, Royal Alcxandra Infirmary, Paisicy 
(5148) 

MEDICINE 


NEWCASTLE REGIONAL HOSPITAL BOARD 


Newcastle General | Hospitat (838 beds) 
Population covered 388.000 


SENIOR CASUALTY OFFICER (Medical) 
wholc-time Appointee with Senior Surgical 
Casualty Officer will be required to undertake the 
work of a very busy Casualty Department (equiva- 
lent R.M.O.) subject to the supervision of the Senior 
General Physicians. and will also have duties in 
connection with the medical examinations of staff 
Duration of appointment not exceeding four years. 
Salary scale £1,400 to £1,950 per annum. Appoinice 
will be required to reside in close proximity to the 


Newcastle General Hospital Resident ‘accom- 
modation may be available Further particulars 
from $S.A.M.O Applications, with names and 
addresses of three referees. to S.A.M.O., Walker 
Gate Hospital, Benficld Road, Newcastic-upon- 
Tyne, 6. within 28 days (9329) 


NATIONAL TEMPERANCE HOSPITAL 
(158 beds) Hampstead Road, N.W.1 


Applications are invited for the undcrmentioned 
post, commencing October 1, 1956 

WHOLE.-TIME REGISTRAR (General Medicine) 
(Non-residen). Hospital may be visited by direct 
appointment Duties include ‘being available for 
occasional relief for emergency pathology, super- 
visioa of junior staff, and electrocardiograms. Ap- 
Diication forms obtainable from, and returnabic to. 
Secretary to Committec, Paddington Group Hospi- 
tal Management Committee, Harrow Road, W.9, 
by July 23 ($227) 


EASTERN REGIONAL HOSPITAL BOARD 
(Scotland) 


General Medicine 
Stracathro Hospital, Brechin 
Applications are invited for the post ot 


GISTRAR IN MEDICINE 
at Stracathro Hospital, Brechin (a general hospital 


of 675 beds—150 medical). Further particulars and 
forms of application from the Secretary to the 
Board, * Bracknowe,”” 430, Biackness Road. 


Dundee. with whom applications must be fot 
later than July 14, 1956 9855) 


MANCHESTER REGIONAL HOSPITAL BOARD 


RESIDENT MEDICAL OFFICER (Registrar grade) 
post vacant at Birch Hill Hospital. Rochdale. 
Apply at once, with names and addresses of two 
referees. to Group Secretary, Central Offices, Birch 
Hiti Hospital, Rochdale (5158) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


RESIDENT MEDICAL REGISTRAR 

Bedford General Hospita| (439 beds), Bedford. 
Vacamt October 1; appointment for one year, 
renewable for sccond year Hospital may be 
visited by writing to Senior Physician. Application 
forms obtainable from, and returnable to, Group 
Secretary. Bedford Group H.M.C., 3, Kimbolton 
Road. Bedford (S004) 


WEST BROMWICH, HALLAM KOSPITAL 
beds) 


REGISTRAR, GENERAL MEDICINE 


Resident, experience specialty essential. Higher 
qualification desirable Application forms from 
Group Secretary, West Bromwich A& District 


Edward Street, West Bromwich 
1956. Candidates 
(5059) 


General Hospital 
to be returned before July 16 
may visit Hospital 


CLWYD AND DEESIDE HOSPITAL 
MANAGEMENT COMMITTEE 

St. Asaph Hospital, St. Asaph (201 beds) 

JUNIOR HOSPITAL MEDICAL OFFICER 


required at the above hospital commencing on 
August 1, 1956. Married quarters available if re- 
quired Applications, stating age. qualifications 


and experience, with copies of two recent testi- 
monials, to be forwarded to the Group Secretary. 
Rhianfa,”’ Russell Road, Rhyl, Flintshire, with- 
in seven days from the date of publication of this 


advertisement (5013) 
STOKE-ON-TRENT, BUCKNALL HOSPITAI 
(58 Infectious, 124 Chronic Sick Beds) 

Applications invited for post of 
RESIDENT J.H.M.O. 
Married accommodation available if required 
Applications, with copy testimonials, to Group 
Secretary, H.M.C., Princes Road, 
(9754) 


BARNSLEY, BECKETT HOSPITAL 


SENIOR HOUSE OFFICER ( (Medicine) 
Applications are invited from registered medica! 
practitioners, cither sex, for the post of Senior 
House Officer (Medicine) now vacant at the Becket 
Hospital This is a post offering excellent cx- 
perience in a busy well-equipped hospital of 209 
beds with a large Out-paticnt Department and 
usual anciliary services. Salary £745 per annum 
Applications, giving full particulars, should be 
sent to the Secretary, Barnsicy Hospital Manage- 

ment Committee, 33, Gawber Road. Barnsicy 
(S060) 


BATH HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited from registered medicai 
practitioners for the post of 
HOUSE PHYSICIAN 
at the Roya! United Hospital, vacant end of August 
or early September The post is graded Scnior 
House Officer and applications should be forwarded 
to Group Secretary, Manor Hospital, Combe Park. 


Bath,, stating age. qualifications and experience, 
with names of two referees, by July 18, 1956 
(5061) 


BISHOP'S STORTFORD & DISTRICT HOSPITAL 
Rye Street, Bishop's _ Stortford, Herts 
(67 beds, M & ity) 


Applications are invited from registered Medicai 
Practitioners for the post of 

RESIDENT SENIOR HOUSE OFFICER 
Appointment to commence as soon as possible 
Salary £745 per annum, iess £130 for residential 
emoluments. Applications, stating age. nationality. 
qualifications and experience, with copies of recent 
testimonials, or names of referees, to the Hospital 
Secretary, Haymeads Hospital, Bishop's Stortford, 
Herts (9268) 


LIVERPOOL, 15, SEFTON GENERAL HOSPITAL 
(995 beds) 


TWO SENIOR HOUSE OFFICER POSTS 
(Mecical) 


will become vacant at the above Hospital on Sep- 
tember 1, 1956. for which applications are invited 
The appointments will be for a period of tweive 


months. The salary will be at the rate of £745 
per annum Application forms may be obtained 
from the undersigned, to whom they should be 


1956 
(9789) 


returned not later than Monday, July 16. 
Garnet Chaplin, Secretary to the Committee 


POTTERS BAR AND DISTRICT HOSPITAL 
Matton Lane 


RESIDENT MEDICAL OFFICER 
(Senior House Officer grade) 

Sole resident deaiing with medicine and surgery. 
etc. Preference given to unmarried candidates 
Applications, with copies of two recent testimoniais, 
to Group Secretary, Barnet Group HMC... 1. 
Wellthouse Lane, Herts ($247) 


TILBURY & SOUTH-EAST ESSEX HOSPITAL 
MANAGEMENT COMMITTEE 


Tilbury & Riverside General Hospital 
Oreett Branch Orsett, Essex 


Applications are invited from Registered Medica! 
Practitioners for the post of Resident 
SENIOR HOUSE PHYSICIAN 
at the above Hospital. The post. which becomes 
vacant on July 11, 1956, is for six months in the 
first instance Applications, together with copies 
of not more than three recent testimonials, should 
be forwarded to the undersigned.—G. E. Whyte. 
Group Secretary. Thurrock Hospital, Grays. Sabet 
9691) 


UNITED MANCHESTER HOSPITALS 
Manchester Ro)al Infirmary, Manchester, 13 
SENIOR HOUSE OFFICER 
to the Medical Professorial Unit 


vacamt on September 17, 1956. Whole-time, non- 
resident post, tenable for six months, renewabice 
for a second and possibly a third six months. Ap- 
plication form obtainable from the undersigned, to 
be returned by July 18, 1956.—G. H. Taylor. 
Secretary. (5168) 
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Medicine—contd. 
WESTERN INFIRMARY OF GLASGOW 


Applications are invited for the post of 
SENIOR HOUSE OFFICER in Medicine 
The appointment will be for one year in the first 
instance and will be subject to the National Health 


Service (Scotlaad) (Superannuation) Regulations. 
Applications, stating age. qualifications and present 
appointment, and giving the names of three 
referees, should be submitted to the Secretary and 
Treasurer, Board of Management for Glasgow 
Western Hospitals, 10, Park Circus. Glasgow, C.3 
(5243) 
CUMBERLAND INFIRMARY, Carlisle (336 beds) 
Applications are invited for the following 
appointments 


SENIOR HOUSE OFFICER, General Medicine 
for a period of one year 

HOUSE OFFICER, General Medicine 
for the six months’ period commencing August 1. 
1956 Post recognized for pre-registration pur- 


Applications, 
education, 
the names of two referces. 


Stating age, giving full details of 
training and experience. together with 
should be sent to the 


Group Secretary, Cumberland Infirmary, Carlisle 
(9366) 
PRINCESS BEATRICE 
Court, $.W.5 


Applications are ‘invited from Registered Medica! 
Practitioners for the post of 
HOUSE PHYSICIAN 
for six months QUunior Officer Grade). Vacancy 
from July 29, 1956 Applications, stating age, 


qualifications, and with three testimonials, to the 
House Governor not later than July 19. 1956 
($135) 


ST. LEONARD'S HOSPITAL 
London, N.1 (General 192 beds) 


Applications are invited from registered or pro- 
visionally registered medical practitioners for the 


post of 
HOUSE PHYSICIAN 

for six months commencing July 18, 1956. Applica- 
tions with two recent testimonials to be sent to 
the Hospital Secretary by July 14, 1956. Applica- 
tions may be sent in pending the qualifying 
examination results being known, and provided 
these are available at the date of interview. (9886) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 
Applications are invited for the post of 
HOUSE PHYSICIAN 
Hospital, Liandudno 


at Liandudno Gencral 
(Recognized for F.R.C.S.) The appointment is for 
a period of six months. Salary and conditions of 
service in accordance with those approved by the 
Ministry of Health. Applications, stating age 
qualifications and experience. together with the 
mames and addresses of two referees, to be for- 
warded to the Group Secretary, Plas Gwyn. 
Firiddoedd Road. Bangor, within ten days of the 
appearance of this advertisement (5190) 


COLCHESTER GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for 

Black Notley i, Braintree (516 beds) 

HOUSE SURGEON & HOUSE PHYSICIAN 
The successful applicant will serve 6 months as 
House Surgeon followed by 6 months as House 


First, second, third, or pre-registration 
posts. Surgical post includes duties in gencral 
surgical and gynaccological wards. Recognized 
for F.R.C.S. Medical post includes duties in 
medical and pacdiatric wards 

Essex County Hospital, Colchester (188 beds) 
HOUSE PHYSICIAN 
First second, third, or pre-registration post; ten- 
able for 6 months 

Applications, with copies of 3 testimonials, to 
Group Secretary, Colchester H.M.C., 14, Pope's 
Lane, Colchester, Essex (5176) 


GLOUCESTERSHIRE ROYAL HOSPITAL 
(Great Western Road Branch) 


RESIDENT HOUSE PHYSICIAN 
required. Wide experience in general medicine 
afforded. Duties include acute medical, pacdiatric 
and geriatric beds; there are also chest investiga- 
tion beds. Duties are shared with two other medi- 
cal residents. Post vacant mid-August. Applica- 
tions, together with the names of two referees, to 
Phys.cian Superinteadent, Royal Hospital, Great 
Western Road Gloucester. (5218) 


STAINES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Ashford Hospital, Ashford, Middlesex (560 beds) 


_ RESIDENT HOUSE OFFICER (male) 
required for general medical and surgical duties 
Six months® appointment, vacant September 1, 1956 
not suitable for pre-registration candidates Ap- 
plications, stating age, qualifications and experience, 
with copies of up to three recent testimonials, to 
Medical Director of Hospital ($162) 


Physician 


GERMAN HOSPITAL, London, E.8 


Applications for the 6 months’ resident appoint- 
ment from July 23 of 
PRE-REGISTRATION HOUSE 
PHYSICIAN (ist or 2ad post) 


should reach the Group Secretary. Hackney 
Hospital, London, E.9, by July Ji. quoting 
GH / PHP (Pr.9802) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, London, N.21 


HOUSE PHYSICIAN 
vacant July 21, 1956. Preference given to appli- 
cants secking pre-registration post under Medical 
Act. 1950. Applications, with copies of three testi- 
monials, and name and address of one referee. to 
Hospital Secretary (Pr.5156) 


ASHFORD HOSPITAL, Ashford, Kent 


Applications are invited for the appointment of 
HOUSE PHYSICIAN 

which is recognized for pre- 

Salary £425, £475 or £525 a 

less £125 a year for 


at the above hospital, 
registration service 
year according to experience, 
residential emoluments Applications, stating 
qualifications, experience, and the names and ad- 
dresses of two referees, to the Group Secretary. 
South-East Kent Hospital! Management Committec. 
Ash-Eton,”’ Radnor Park West, Folkestone. 
(Pr.5201) 


AYLESBURY. BUCKS, STOKE MANDEVILLE 
HOSPITAL (609 beds) 


RESIDENT HOUSE PHYSICIAN 
required for the Department of General Medicine. 
Recognized pre-registration post. Applications 
from registered practitioners will be considered 
Post vacant July 27, 1956. Last date for applica- 
tions July 14, 1956. Apply with copies of two 
testimonials to the Administrative Officer. 

(Pr.5062) 


N DISTRICT HOSPITAL 
ANAGEMENT COMMITTEE 


Darlington Memorial Hospital & Hundeas Unit 
307 beds (2 H.P. Posts) 


—- are invited for the post of 


SE PHYSICIAN U.H.0. Resident) 
Approved pre-registration appointment Vacant 
July 4. 1956. Apply to the undersigned at once.— 


W. Beckwith, Group Secretary (Pr.9806) 


DARTFORD HOSPITAL MANAGEMENT 
COMMITTEE 


HOUSE OFFICERS (General ) 
required from August 1, 1956, at The Southern 
Hospital, Dartford, Kent Posts approved for 
pre-registration purposes. Applications, with full 
particulars, to the Medica! Superintendent 

(Pr. 5025) 


DERBYSHIRE ROYAL INFIRMARY, Derby 


HOUSE PHYSICIAN (Pre-registration) 
Vacant July 23, 1956. Apply, with copies of 
two recent testimonials, to Secretary. (Pr.5026) 


DEWSBURY, YORKSHIRE, THE GENERAL 
HOSPITAL (128 beds) 


HOUSE OFFICER (Medicine & D 
A vacancy occurs on August |. 1956, for the 
above pre-registration post. Applications, stating 


full details, and names of three referces, should be 
sent to the Administrative Officer at the hospital 
(Pr. 5005) 


FOLKESTONE, ROYAL VICTORIA HOSPITAL 


Applications are invited for the appointment of 
HOUSE PHYSICIAN 

which is recognized for pre- 

Salary £425, £475 or £525 a 

vess £125 a year for 

Applications. stating 


at the above hospital, 
registration service 
year according to experience, 
residential emoluments 
qualifications, experience. and the names and 
addresses of two referees, to the Group Secretary, 
South-East Kent Hospital Management Committee, 
“ Ash-Eton.” Radnor Park West, Folkestone 
(Pr.£202) 


HITCHIN, HERTS. LISTER HOSPITAL 


RESIDENT HOUSE PHYSICIAN 
required August 2. 1956 (Recognized as pre- 
registration post.) Applications to be sent to the 
Medical Administrator as soon as possible 

(Pr S063) 


MANAGEMENT 


HUDDERSFIELD HOSPITAL 
COMMITTEE 


Huddersfield Royal Infirmary 


Applications are invited 
Registered or Registered Medical 


the post of 

HOUSE PHYSICIAN 
to commence duties on August 21, 1956. Salary 
in accordance with National Scales. Applications 
together with copies of three recent testimonials, to 
be addressed to the undersigned as soon as pos- 


(312 beds) 


from Provisionaliy 
Practitioners for 


sible. J. Johnson, Secretary to the Management 
Committee, The Royal Infirmary, Huddersficid. 
(Pr.5159) 


IMPORTANT; All intending applicants 
should read the revised NOTICE at the 
top of page 29 
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Medicine—contd. 


HULL (A) GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston General Hospital, Hull (419 beds) 
HOUSE PHYSICIAN (Pre-registration post) 


Resident, and tenabe for 6 months Vacant 
August 1 Applications, with two recent testi- 
moniais, to the Hospital Secretary (Pr.4064) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


All Saiats’ Hospital, Chatham 
HOUSE PHYSICIAN 
Applications are invited for the above post 
vacant mow, which is recognized for preregistra- 


on service Salary £425 wo £525 per annum, 
according to experience Applications, stating age. 


qualifications, nationality and experience, together 
with copies of recent testimonials, to be addressed 
to the Hospital Secretary (Pr.9836) 


MERTHYR & ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE PHYSICIAN 

Applications invited for pre-registration posts at 
cach of the following hospitals (vacancies August |. 
1946) 

St. Tydfil’s Hospital 

Merthyr Hospital 
beds 

Apply, stating age, qualifications, experience, with 
copies of two recent testimonials, to Group Secre- 
tary. St. Tydfil’s Hospital. Merthyr Tydfil. (Pr.5065) 


NEWPORT (MON) HOSPITAL GROUP 
PRE-REGISTRATION HOUSE PHYSICIANS’ 
Posts 


Merthyr Tydfil (376 beds) 
Merthyr Tydfil (120 


are vacant about August | 

Royal Gwent Hospital, Newport (260 beds). One 
post Includes pacdiatrics 

St. Woolos Hospital, Newport (379 beds). One 
post. Includes some T.B. work 

Pontypool & District Hospital. Pontypool (126 
beds). One post. Includes pacdiatrics 


Write, quoting two referees and post preferred, 
to T. A. Jones, Group Sccretary, 64, Cardiff Road 
Newport, Mon (Pr.9692) 


NORTHWOOD, MIDDLESEX, MOUNT 
VERNON HOSPITAL 


Applications are invited for the post of 
HOUSE PHYSICIAN 
to the Radiothcrapy Department Vacant August 
1, 1956. This post is recognized as a pre-registra- 
tion appomtmment Applications, accompanied by 
two testimonials, to be forwarded to the Resident 
Medical Officer by July 18, 1956 (Pr.5188) 


PORTSMOUTH GROUP HOSPITAL MANAGE. 
MENT COMMITTEE 


Queen Alexandra Hespital (78 medical beds) 
HOUSE PHYSICIAN (pre-registration) 


Vacant July 
Saint ‘s Hospital (78 medical beds) 
HOUSE PHYSICIAN (pre-registration) 
Vacant July 30 (1) and July 31 (2) 

Applications, stating age. experience. and qualifi- 
cations, together with names of two referees, 
should be forwarded as soon as possible to E. H 
Hurst, 34, Grove Road South, Southsea. (Pr.8002) 


STOKE-ON-TRENT. CITY GENERAL 
HOSPITAL 


Applications invited for 
HOUSE OFFICER (Medical) 


Vacant July 18 Recognized pre-registration post 


Detailed applications to Group Secretary. Hospita! 
Management Committee, Princes Road. Stoke-on- 
Trent (Pr.9661) 


TILBURY & SOUTH-EAST ESSEX HOSPITAL 
MANAGEMENT COMMITTEE 


St. Andrew's Hospital, Billericay. Essex 


Applications are invited for the post of 

RESIDENT HOUSE PHYSICIAN 
at the above Hospital The duties of this post 
cover a wide range of medical work, ic. General. 
Medical, Skins. Neurology. Infectious Diseases 
The post is recognired under the Medical Act for 
pre-registration purposes and suitable candidates are 
invited to apply. The appointment, which becomes 
vacant at the end of July, 1956. is for six months 
im the first instance Applications. together with 


copies of three fecent testimonials, should be 
forwarded © the undersigned —G. E. Whyte 
Group Secretary, Thurrock Hospital. Grays. Essex 

(Pr .9672) 


WATFORD. HERTS. PEACE MEMORIAL 
HOSPITAL (208 beds) 
——- are invited for the post 
HOUSE PHYSICIAN Post) 


Salary according to N.H. Scale Applications, 
with copies of two recent testimonials, to the 
Administrator (Pr.5149) 
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Jury 7, 


WINDSOR GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Upton Hospital, Slough 
HOUSE PHYSICIAN 
required for post vacant August 12. pre-registration 
appointment and offers considerable experience in 
general acute medical work Applications with 


names of two referees to Secretary by July 20 
(Pr.5001) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, OBSTETRICS & GYNAECOLOGY 
Maclor General (591) and War Memorial Hospita! 
(230 beds), Wrexham (Total of 60 Obs. and Gyn. 
beds); and Trevaiyn Maternity Hospital, Rossett, 
near Wrexham (45 beds). Post vacant carly August 
Resident. Subject to review end of first year. Ap- 
plication forms from S.A.M.O.. Temple of Peace, 
Cathays Park, Cardiff, within 14 days ($239) 


NEUROSURGERY 


MANCHESTER REGIONAL HOSPITAL BOARD 
Salford Hospital Management Commitice 


Applications invited for post of 
NON-RESIDENT REGISTRAR 
to the Neurosurgical Department at Salford Royal 
and the Royal Manchester Children’s Hospitals. In 
addition to adult work, the post offers exceptional 
opportunities for experience in pacdiatric neuro- 
surgery Applications to Group Secretary, Salford 


Roya! Hospital, Salford, 3, before July 14, 1956 
(S153) 


MIDLAND CENTRE FOR NEUROSURGERY 
Holly Lane, Smethwick, Nr. Birmingham 


RESIDENT SENIOR HOUSE OFFICER 
vacant August, 1956. This is a new hospital cn- 
tirely devoted to Neurology and Neurosurgery. 
within casy reach of Birmingham Salary on 
national scale less deduction for board, lodging, etc 
Applications, with names of two referees, wo the 
Group Secretary West Bromwich A District 
Hospitals Management Committee (5137) 


OBSTETRICS AND GYNAECOLOGY 
NEWCASTLE REGIONAL HOSPITAL BOARD 


South Shields Hi Committee 
(Main hospitals: General; Maternity; ltegham 
Infirmary ; South Shields.) Total beds : 


51 obstetric; 30 gynaecological 


CONSULTANT OBSTETRICIAN AND 
GY SAECOLOGIST 
whole-time or maximum part-time for a minimum 
of nine notional half days per week. The appointee 
will be one of two consultants employed in the 
South Shields group of hospitals and will also 
undertake some duties in the Gateshead Hospital! 
Management Committee area. Hospital recognized 
for taining for MR.C.O.G. ecxamination Ap- 
plications, with names and addresses of three 
referees, to Senior Administrative Medical Officer 
Walker Gate Hospital, Benficid Road, Newcastic- 
upon-Tyne, 6, within 28 days (5067) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR REGISTRAR 
im Obstetrics Gynaecology (transitional 
appointment) 
required at City General Hospital, Shefficid. for 
one year in first instance. There are 106 Obstetric 
and 42 Gynaccological beds including a Professorial 
Unit at this hospital Applications invited from 
Senior Registrars in Obstetrics and Gynaccology in 
their fourth or subsequent years, and from those 
who held such posts for three years or more, but 
vacated them after January 1, 1951. Apply to 
Secretary, Shefficid Regional Hospital Board, Old 
Fulwood Road, Shefficid, by July 16, 1956, giving 
age. nationality. qualifications. present and previous 
appts. (with dates), naming three referees. (9695) 
SHEFFIELD REGIONAL HOSPITAL BOARD 
Kilton Hospital, Worksop (199 beds) 
WHOLE-TIME RESIDENT REGISTRAR 
(Obstetrics & Gy logy) 
required, with duties also at Victoria Hospital, 
Worksop (127 beds). Appointment for one year 
in first instance Apply to Secretary, Shefficid 
Regional Hospital Board, Old Fulwood Road. 
Shefficld, by July 16, 1956, giving age, nationality. 
qualifications. present and previous appointments 
(with dates), naming three referees. (5068) 


SOUTH-EASTERN RECIONAL HOSPITAL 
BOARD scotland 


Applications are invilcd for the appointment of 
REGISTRAR in Obstetrics and Gynaecology 
at the Elsie Inglis and Bruntsficid Hospitals. 
Edinburgh. vacant on September 18. 1956. The 
successful applicant may be required to reside in 
the Elsie Inglis Hospital. Applications, giving par- 


ticulars of age, qualifications and previous ex- 
perience, together with the names of two referces, 
should be submitted to the Secretary. South- 


Board. Scotland, 11, 
Edinburgh, 3, by July 28. 
(5177) 


WELSH REGIONAL HOSPITAL BOARD 
REGISTRAR. OBSTETRICS & GYNAECOLOGY 
Based East Glamorgan Hospital. Chuch Village. 
expected visit other hospitals in Group. Recognized 
tor D.R.C.O.G. and M.R.C.O.G. Resident. Sub- 
ject to review end of first year. Application forms 
from $.A.M.O., Temple of Peace, Cathays Park. 
Cardiff, within 14 days. (5238) 


Eastern Regional Hospital 
Drumshbeugh Gardens, 


WANDSWORTH HOSPITAL GROUP 
St. James’ and Weir Hospitals 
SENIOR HOUSE — 


for RCOG 
Applications, stating age, qualifications, experience. 
and two referees, to Group Scerctary, St. James’ 
Hospital, Balham, London, S.W.12, by 
($122) 


ILFORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Post vacant August |}, 


There will be a vacancy for a 
SENIOR HOUSE OFFICER 
and also entails care of some 


gy 
at the Iiford Maternity Hospital, Eastern Avenue. 
Iiford. on August 17. 1956. Salary will be at the 
rate of £745 per annum. iess emoluments. This 
post is recognized for training for the D.(Obst.) 
R.C.0.G. Applicants should have been registered 
not jess than one year and should send applications, 
accompanied by copies of three testimonials, to the 
undersigned within seven days of the appearance of 
this advertisement.—H. F. Harris, Secretary, King 
George Hospital. Ilford (9728) 


MERTHYR & ASERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Tydfil’s Hospital, Merthyr Tydfil (376 beds) 
Applications invited 


for the 
(vacancy end of July) 
RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 

Successful applicant will be based at St. Tydfil's 
Hospital. Apply immediately. with ful! particulars 
and copies of two recent testimonials. to Group 
Sceretary, St. Tydfil’s Hospital. Merthyr Tydfil. 

(S014) 


NEWMARKET GENERAL HOSPITAL, Saffoks 
Applications are invited for-the post of 
SENIOR HOUSE OFFICER 
Obstetrics (14 beds) and Gynaecology (10 beds). 
with opportunity for gaining expericnce in Gencral 
Surgery. vacant July 14, 1956. Salary £745 per 
annum less emoluments Applications, giving agc. 
nationality and qualifications, togcther with copies 
of three recent testimonials, to be addressed to 
the Medical Superintendent (9775) 


NORTHALLERTON HOSPITAL MANAGEMENT 
COMMITTEE 


Friarage (22 beds) & Maternity Hospital (28 beds) 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 

in Obstetrics and Gynaecology 
for the above hospital. Previous experience in 
obstetrics is essential. The post. which will be 
vacant on July 18, 1956, will be tenable for twelve 
months, and is subject to the terms and conditions 
of service for hospital medicai staff. Applications, 
with copies of testimonials. or the names of two 


following post 


referees, should be addressed to the Group 

Secretary. Northallerton Hospital Management 

Committee, Friarage Hospital, Northalicrton 
(S015) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
St. Mary’s Hospital 
SENIOR HOUSE OFFICER (Gynaecology) 
required The Department consists of 50 beds and 
offers excelient facilitics for training. Recognized 
for the MRCOG. Vacant June 16, 1956 
Queen Alexandra 
SENIOR HOUSE OFFICER 
for Gynaecological Department (39 beds) 
nized for the MRCOG. Vacant now. 
Applications. stating age. experience, and quali- 
fications, together with names of two referees, 
should be forwarded as soon as possible to E. H. 
Hurst. 35. Grove Road South. Souths-a (7406) 


SOUTH MANCHESTER H.M.C. 


Recor- 


Applications are invited for the post of 
SENIOR HOUSE 
(Obstetrics and Gy 

becoming vacant on September 1. "1056. The 
hospital takes part in undergraduate medical teach- 
ing and the post is recognized in obstetrics and 
gynaccology for M.R.C.O.G. purposes An ap- 
plication form should be obtained from the Group 
Secretary at the hospital, and returned within 14 
days of the appearance of this advertisement. 
(9906) 
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Obstetrics and Gynaecology—contd. 
THE UNITED SHEFFIELD HOSPITALS 
RESIDENT SENIOR HOUSE OFFICER 

(Obstetrics) 


required for the Jessop Hospital for Women. Ap- 
plications, with three recent testimonials, to be sent 
at once to the Superintendent, Jessop Hospital 
for Women, Leavygreave Road, Sheffield, 3. (5180) 


WANSTEAD HOSPITAL, Hermon Hill, 
(191 beds) 


Applications are invited for the post of 
OBS IC AND GYNAECOLOGICAL 
HOUSE SURGEON 
vacamt July 23, 1956. The appointment is 
recognized for the D.R.C.O.G. Applications with 
full details, and copies of two recent testimonials. 
should be sent immediately to Secretary, Forest 
Group H.M.C., Langthorne Road, E.11. (9697) 


BATH HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited from medical practi- 
tioners for the post of 
HOUSE SURGEON (G & Obstetrics) 
to the Bath Group of Hospitals. The post is 
recognized for the Diploma of the R.C.0.G. and 
for pre-registration purposes. It will be vacant 
approximately August 26 and applications, stating 
age, qualifications and experience, should be for- 
warded to the Group Secretary, Manor Hospital 
Combe Park, Bath, with three testimonials, by July 
18, 1956 (5072) 


DARTFORD HOSPITAL MANAGEMENT 
COMMITTEE 


ynaecology 
required at The West Hill Hospital, Dartford 
Vacant August 6, 1956. The hospital is a larec 
gencral onc. The post is recognized for the 
Applications, with full par- 
ticulars, should be sent to the Surgcon Superin- 
tenders, Thc West Hill Hospital, Dartford, Kent. 

(5069) 


EDINBURGH, 9% BRUNTSFI 
FOR WOMEN AND CHILDREN 
la, Whitehouse Loan (81 beds) 


Applications are invited from registefed or 
provisionally registered women medical practi- 
tioners for the post of 

HOUSE SURGEON (Gynaecology) 

vacant October 1. 1956. Appointment is for six 
months and is recognized for pre-registration. 
Salary according to national ecales (Scotland). 
Apolications, with copies of testimonials, to the 
Medica! Superintendent, Southern Hospitals Board 
of Management, 21, Hill Street. Edinburgh, cae 

G ) 


EDINBURGH, 8, ELSIE INGLIS MATERNITY 
HOSPITAL, Abbeyhill (68 beds) 
Applications are invited from registered women 
medical practitioners for the post of 
OBSTETRIC HOUSE OFFICER 
vacant October 1, 1956. Appointment is for one 
year—six months as Paediatric Officer and 
Admission Officer and six months as House 
Surgeon. Salary according to national scales 
(Scotland). Applications, with copies of testi- 
moniais, to the Medical Superintendent, Southern 
Hospitals Board of Management, 21, Hill Street, 
Edinburgh, 2. (5179) 


NORTHWOOD, MIDDLESEX, MOUNT 
VERNON HOSPITAL 


Applications are invited for the post of 

HOUSE SURGEON 
to the Gynaecological Department of 25 beds. 
Vacant August |. 1956. This appointment is 
recognized for the M.R.C.O.G., and may be a 
pre-registration appointment. Applications, accom- 
panied by two testimonials, to be forwarded to the 
Resident Medical Officer by July 18, 1956. (5187) 1956. (S187) 
PETERBOROUGH AND STAMFORD RD HOSPITAL 

MANAGEMENT COMMITTEE 


The Memorial Hospital, Peterborough, and 
Obstetric Annexes 


HOUSE SURGEON (Obstetrics and G 

Applications are invited for vacancy on July 23, 
1956. Busy Gynaccological Department and 54 Ob- 
stetric beds. Unit consists of a Consultant, Regis- 


ology) 


trar and two House S (R d for 
D.Obst.R.C.0.G.) Application forms from an 


READING COMBINED HOSPITALS 


Area Department of of Obstetrics and Gynaecology 
(100 beds) 


Applications are invited ited from Registered Medical 
Practitioners, male and female, for resident appoint- 


ment of 
GYNAECOLOGICAL HOUSE SURGEON 
at the Royal Berkshire vacan 


acant 
and tenable for six months. Post recognized for 


Juty 7, 1956 


M.R.C.O.G. Write, stating age and qualifications 
with dates, nationality and present appoiatment. 


with a copy of one recent testimonial, to the - 


Secretary. (9840) 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitals, Manchester 


Applications are invited for the post of 
OBSTETRICAL HOUSE SURGEON 
t a maternity unit operating temporarily in the 
Whitworth Park Branch of the above named 
hospital, vacant August 1. 1956 The post is 
supernumerary to the establishment recognized for 
training purposes by the Royal College of Obstet- 
ricians and Gynaccologists. Previous obstetrical 
experience is desirable. An opportunity exists for 
a limited amount of gynaccological training during 
tenure of the post. National Scales. Application 
forms, which may be obtained from the under- 
signed, to be returned not later than July 14, 1956.— 
A. R. Wise, General Superintendent, Saint Mary's 
Hospitals, Whitworth Park. Manchester, 13. (9881) 


WINDSOR, KING EDWARD VII HOSPITAL 
OBSTETRIC AND GYNAECOLOGICAL HOUSE 
SURGEON 


required, male or femaic for post vacant August 
29. Post recognized for both M.R.C.O.G. and 
D.R.C.0.G. Not a pre-registration post. Success- 
ful candidate will be resident at Oki Windsor 
Unit of Hospital. Applicants require to be 
members of a Medical Protection Society. Applica- 
tions, stating age, nationality, qualifications with 
dates, and copies of recent testimonials, or names 
of three referees, to Secretary. (5071) 


ELIZABETH GARRETT ANDERSON HOSPITAL 
Fuston N.W.1, 
(Reyal Free 


APPOINTMENT OF OBSTETRIC HOUSE 
SURGEON 

Applications are invited from pre-registration and 
registered women medical practitioners for the 
post of Obstetric House Surgeon (recognized for 
the M.R.C.O0.G.). Duties to commence September 
1, 1956. Appointment for six months. Salary in 
accordance with Ministry of Health Scale for House 
Officers. Applications, with copies of three recent 
testimonials, to be sent to The Secretary, Elizabeth 

Garrett Anderson Hospital, by July 11, 1956. 
(Pr.9819) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Baek Hall Maternity Hospital, Burnley (S51 beds) 


RESIDENT ~~ x OFFICER 
(Gynaecology and Obstetrics) 

This appointment is for a period of twelve months 
(6 months Gynaccology at the Burnley General 
Hospital, followed by 6 months Obstetrics at the 
Bank Hall Maternity Hospital). The appointment 
is recognized for pre-registration purposes and also 
for thee MR.C.O.G Applications, with two 
references, to Group Secretary, Burnley General 
Hospital. (Pr.5222) 


CHESTER ROYAL INFIRMARY 


Applications are invited for the post of 
HOUSE SURGEON (G 
vacant on August 14, 1956. The post is recognized 
for pre-registration service. Applications, together 
with the mames and addresses of two referees, 
should be forwarded to the Group Secretary, 5. 
King's Buildings, Chester. (Pr.5208) 


EAST CUMBERLAND HOSPITAL 
_ MANAGEMENT COMMITTEE 


Applications are invited for the following ap- 
pointments for the six months’ period commencing 


maecology 
for the D.R. CoG. examination) 


OPHTHALMOLOGY - 
SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT 
OPHTHALMOLOGIST 

required with duties at Leicester Royal Infirmary 
and associated clinics. Salary scale £1,575 by £50 
to £2,025. Application forms and further details 
from Senior Administrative Medical Officer, Shef- 
field Regional Hospital Board, Oid Fulwood Road. 
Shefficid, forms to be returned by August 4, po 

(S101) 


BRISTOL EYE 
(United Bristol 1 als) 
(Goint appointment with the South-Western 
Regional Hospital Board) 
REGISTRAR IN OPHTHALMOLOGY 
Successful applicant will be appointed for one 
year in the first instance, with duties mainly in the 
Bristol Eye Hospital, and is normally appointed 
Tutor in Ophthalmology in the University of 
Bristol. Applications, giving the names of two 
referees, to be sent not later than July 17, 1956. 
to the Secretary, Royal Infirmary, Bristol, van 
($223) 


SHREWSBURY, EYE, EAR AND THROAT 
HOSPITAL (67 beds) 


Va SENIOR REGISTRAR 


Duties also at other hospitals in group. Higher 
qualification essential. Successful candidate may 
subsequently be required to spend not more than 
two years in a selected hospital of the United 
Bir pitals under the interchange 
scheme for senior registrars agreed between the 
two Boards. Application forms from Secretary. 
R.H.B.. 10, Augustus Road, Birmingham, 15, 
before July 23, 1956. Candidates may visit 
hospitals (5073) 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Eye Hospital 


Applications are invited for the post of 
RESIDENT SURGICAL OFFICER 
(Registrar Grade) 

Tenable for twelve months, subject to renewal. 
Previous experience in ophthalmology cssential 
The terms and conditions of service for hospital 
medical and dental staffs will apply. Application 


H. R. North, General Superintendent. (9197) 
GUILDFORD ROYAL SURREY COUNTY 
HOSPITAL, 233 beds 


SENIOR HOUSE OFFICER 

‘or Ophthalmology and Neerology 
resident accommodation available. The post 
tenable for six months and renewabic. Whitley 
Council terms. Recognized for both FRCS. & 
D.O. examinations. Apply as soon as possible with 
copies of three testimonials to the Hospital 
Secretary (5138) 


BRADFORD, ROYAL EYE AND EAR 
HOSPITAL 


JUNIOR HOUSE SURGEON (Ophthalmology) 
vacamt August 6, 1956. Recognized for D.O.M.S. 
and F.R.C.S. Applications, stating age, nationality. 
qualifications and éxpericnce, with copy  testi- 
monials, to Secretary. Bradford Royal Infirmary. 

(9446) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury, Bucks 


HOUSE SURGEON 
to Department of Ophthalmology which is centred 
on this Hospital and conducts work at peripheral 
clinics Post recognized for D.O. Apply with 
copies of testimonials to the Secretary-Supecrin- 
tendent as soon as possible. (9729) 


GLASGOW EYE INFIRMARY 


_ RESIDENT HOUSE _ OFFICER 
ir is for six 
months a qualifies for pre-registration period in 
surgery. Salary scale £425 to £525 per annum. 
Applications to Medical Superintendent, Glasgow 
Eye Infirmary, 174, Berkeley Street, Cusees. c.3. 
(Pr.7908) 


The above posts are recognized for pre-tcet 

purposes. Applications, stating age. giving details 
of education, training and experience, together 
with the names of two referees, should be sent to 
the Group Secretary, Cumberland Infirmary, 
Carliste. (Pr.9374) 


GLOUCESTERSHIRE 
(Great Western Road Branch 


GYNAECOLOGICAL HOUSE SURGEON 
required. Post, which is vacant end of July, is 
recognized for pre-registration service and the 
M.R.C.0.G. naming two 
to the Grouo Secretary, Royal Hospital, Southga 
Street. Gloucester (Prs219) 
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ORTHOPAEDICS 


MANCHESTER REGIONAL HOSPITAL BOARD 


part-time (8 half-days weckly) 
CONSULTANT TRAUMATIC and 
ORTHOPAEDIC SURGEON 
to the Ashton, Hyde and Glossop Hospital Centre 
(mainly at Ashton-under-Lyne General Hospital, 
mear Manchester, 640 beds). Wide experience and 
higher qualifications essential, appointee to live in 
area. Application forms from the Senior Adminis- 
trative Medical Officer to the Board, Cheet 
Road, Manchester, 8, to be returned by July 24. 
1956. (5206) 
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Orthopaedics—contd. 


NORTH-WEST METROPOLITAN 
HOSPITAL BOARD 


SENIOR REGISTRAR 
Heatherwood Hospital, Ascot (202 beds) 


Hospital is a regional centre for long term and 
ecneral Orthopacdics and acute trauma The 
duties will include peripheral clinics and assistance 
in Group accident service Applications invited 
from Senior Registrars who have compicted or 
are about to complete their training and are await- 
ing Consultant appointments Tenure of post two 
years Married accommodation may be availabic 
Hospital may be visited by direct appointment. Ap- 
plication forms obtainable from, and returnabic 
to, Secretary, Windsor Group Hospital Manage- 
ment Committee, Alma Road, Windsor, by July 16 

(8074) 


REGIONAL 


OSWESTRY, THE ROBERT JONES & AGNES 
HUNT ORTHOPAEDIC HOSPITAL (430 beds) 


ORTHOPAEDICS 
Experience specialty and 
Part of 


REGISTRAR, 
Resident non-resident 
higher surgical qualification desirable 
appointment at one of associated orthopacdic 
units Application forms from Secretary, to be 
returned before July 16, 1956. Candidates may 
visit Hospital (S075) 


SOUTHEND-ON-SEA HOSPITAL 
TEMPORARY ORTHOPAEDIC REGISTRAR 
(full-time) 


required for dutics at Hospitals in the Southend- 
on-Sea Group with appropriate responsibilities in 
the Casualty Department at the General Hospital. 
Southend. Post vacant July 23 Applications, ac- 
companied by copies of recent testimonials, to be 
sent to the undersigned at the General Hospital. 
Southend-on-Sea, as soon as possible.—-J. C. Field, 
Secretary (S112) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR IN ORTHOPAEDIC SURGERY 
based at Prince Edward War Memorial Hospital. 
Rhyl, to serve Clwyd & Deeside Hospital Manage- 
ment Committee Also required to assist in treat- 
ment of long-stay orthopacdic cases at area sana- 
torlum, Subject to review end of first year. Forms 
of application from §$.A.M.O., Temple of Peace. 
Cathays Park, Cardiff, within 14 days (5240) 


BURTON-UPON-TRENT GENERAL HOSPITAL 


ORTHOPAEDIC 
required as from August |. 1956. Duties include 


supervision of Casualty House Officer. Applications 
to Group Secretary (5150) 
FULHAM HOSPITAL 
St. Dunstan's Road, we 


(Futham and Kensington Hospital 


Committee) 
SENIOR HOUSE SURGEON 
to the Orthopacdic Department This post is 
recognized for the F.R.C.S. and provides ampic 


opportunity for general of orthopacdic and accident 


experience with post-graduate teaching Resident 
post, vacant August 1, 1956 Applications by 
July 16. 1956, on forms obtainable from the 
Hospital Secretary (5123) 


ROVAL NATIONAL ORTHOPAEDIC HOSPITAL 
Great Portland L . Wal, 
and Brockley oom, Stanmore, Middlesex 


DENT SENIOR HOUSE OFFICER 
(3 vacancies) 
for a period of six months One to commence 
duties at Great Portland Street on September 23, 
1956 : two to commence dutics at the Country Hos- 
pital, Stanmors on September 7, 1956. and Octo- 
ber 7. 1956, respectively Applications to be re- 
ceived by July 27, 1956. Forms of application can 
be obtained from the House Governor at 234 
Great Portland Street, London, $212) 


Applications are invited tor the post of 
RESI 


BATH HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited from medical practi- 
tioners for the post of 

HOUSE SURGEON ¢ & Traumatic) 
at the Royal United Hospital Post offers ex- 
Perience in traumatic surgery, cold orthopaedics in- 
cluding children and surgery of arthritis 
Operating sessions held five days weckly Salary 
scale £425 to £745 per annum, according w ex- 
perience Applications, stating age, qualifications 
and experience. with two testimon'‘als, should be 
forwarded to Group Secretary, Manor Hospital, 
Combe Park. Bath, Post is recognized under 
FRCS, regulations and for pre-registration pur- 
poses (5076) 
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BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Bournemouth (494 beds) 
the appointment. 


Applications are invited for 
vacamt mid-July, of 
SENIOR HOUSE OFFICER (Resident) 
(Orthopaedic & Casualty combined) 
The post is recognized for the F.R.C.S. examina- 
tion and is normally tenabie for 12 months. Ap- 
plications to the Hospital Secretary (9673) 


DARLINGTON MEMORIAL HOSPITAL 


SENIOR HOUSE OFFICER (Orthopaedics) 
Applications are invited for the above post (male 
or female practitioncrs) Hospital recognized for 
study of the F.R.C.S. (Edin.). Salary £745 per 
annum. less deduction of £153 per annum for 
residential! emoluments Post tenable for twelve 
months and is renewable annually Apply, with 
references, stating age and experience, to the 
undersigned.—G. W. Beckwith, Group 
(9776) 


— 


“TPswicn AND EAST SUFFOLK 

Anglesea Road Wing (356 

—— are invited for the post of 
NIOR HOUSE SURGEON 

to the wm... and Orthopaedic Department. The 
post is graded Senior House Officer and is recor- 
nized for the F.R.C.S. examinations. The Depart- 
ment has two Consultants, about sixty beds, and a 
large out-patient attendance: it offers wide ex- 
perience Applications, stating age, nationality 
and experience, together with copies of recent 
testimonials, to the Hospital Secretary (9732) 


LEEDS (near). WOODLANDS ORTHOPAEDIC 
HOSPITAL, Rawdon (92 beds) 


SENIOR HOUSE ‘OFFICER (Orthopaedic) 
required. Now vacant. Applications, stating age. 
nationality. qualifications and experience, with 
copy testimonials, to the Secretary, Royal Infirmary. 
Bradford (9447) 
LIVERPOOL, 15, re GENERAL HOSPITAL 


beds) 


TWO SENIOR HOUSE OFFICER POSTS 
(Orthopaedic) 


will become vacant at the above Hospital on Sep- 
tember 1, 1956. for which applications are invited 
The appointments will be for a period of twelve 
months. The salary will be at the rate of £745 per 
annum. Application forms may be obtained from 
the undersigned, to whom they should be returned 
not later than Monday, July 16, 1956.—Garnet 
Chaplin, Secretary to the Committce (9792) 


NEWPORT, MON., ROYAL GWENT HOSPITAL 
(260 beds) (Recognized F.R.C.S., 10 residents) 


SENIOR HOUSE OFFICER 
required There is a modern self<ontaincd 
Fracture Unit, with its own Theatre. Out-patients 
Good experience. Salary £745, lew 
board residence Recognized F.R.C.S. tor 
six months. and tenable six or twelve months as 
desired Write. quoting two referees, to T. A 
Jones. 64. Cardiff Road. Newport. Mon (9733) 


OLDHAM ROYAL INFIRMARY 
APPOINTMENT OF SENIOR HOUSE OFFICER 
(Orthopaedics) (resident) 


Applications are invited for the appointment of 
Senior House Officer in the Fracture and 
Orthopaedic Service at the above Hospital. Ap- 
plications should be forwarded to the Group 
Secretary, Oldham and District Hospital Manage- 
ment Committee, Central Offices, Rochdale Road 
Oldham (9867) 


Jur 


HOSPITAL (208 beds 


ORTHOPAEDIC HOUSE SURGEON 
asualt 


(with certain duties) 
required Post recognized for F.R.C.S(Eng) 
Examination. Intermediate or Senior Post depend- 


for Orthopacdic Unit (30 beds) 


ing on experience, 
is in charge of a Con- 


The Orthopaedic Service 
sultant and Registrar closely associated with a 
Postgraduate Tcaching Hospital. Applications, with 
copies of two testimonials. to the Administrator 
(9821) 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts 


HOUSE SURGEON 
required in Orthopaedic and Fracture Department. 
Pre-registration post, vacant July 25. Applications, 
stating age. and qualifications, together with two 
copies of two recent testimonials, 
Secretary (Pr.9795); 


BEVERLEY, YORKSHIRE, WESTWOOD 
HOSPITAL (229 beds) 


ORTHOPAEDIC HOUSE SURGEON 
(ist, 2nd, 3rd post) 


Married accommodation available. Offers good 
opportunity for general experience in busy acute 
general hospital. Approved pre-registration post. 
Pully registered practitioners may apply. Recog- 
nized for F.R.C.S. Vacant now. Apply Group 
Secretary (Pr.9704) 


BLACKPOOL VICTORIA HOSPITAL 
(348 beds) 


RESIDENT HOUSE OFFICER 
Orthopaedic and Casualty 

Applications are invited for the pre-registration 
post (vacant on August | next). In the main acute 
hospital for the whole of the Blackpool and Fylde 
area The post is recognized for F.R.C.S 
Applications, stating age, qualifications. experience, 
together with names and addresses of two referees, 

should be addressed to the Hospital Secretary. 
(Pr.9663) 


EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required July 1 for Orthopaedic, E.N.T. and Eye 
Departments Pre-registration Dost Applications, 
Stating age. qualifications and experience, with 
copies of two recent testimonials, should be sent 
immediately to Group Secretary at above address. 

(Pr.9662) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesen Road Wing (356 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
to the Fracture and Orthopaedic Department. Ap- 
proved pre-registration post. Applications, with 
copies of recent testimonials, to the Hospital Secre- 
tary. (Pr.6869) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE OFFICER (Pre-registration) 
Vacant now Applications, stating age. experi- 
ence and qualifications, together with names of two 
referees, should be forwarded as soon as possibic 
to E. H. Hurst, 35, Grove Road South, Southsea. 
(Pr.6400) 


SALISBURY GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Salisbury General Hospital (Orthopaedic 
Department) 


SENIOR HOUSE OFFICER (Resident) or 
RESIDENT HOUSE SURGEON 
Applications are invited for the above post which 
is a'so recognized for ore-registration candidatcs 
and becomes vacant on August 1, 1956. The 
Department has over SO bods and a large Out- 
patient turnover. dealing with fractures and all 
types of orthopaedic surgery. Applications, stat- 
ing age. nationality, qualifications and cxpericnce, 
and naming two referees. to the Group Secretary, 
Odstock Hospital. Salisbury. * (9702) 


SHREWSBURY HOSPITAL GROUP 
Royal Salop Infirmary, Shrewsbury 
ORTHOPAEDIC / HOUSE SURGEON 
(Senior Officer) 


House 
Successful applicant will be allowed to attend 
for two days a month at the Robert Jones and 


Agnes Hunt Orthopacdic Hospital, Oswestry. for 
Postgraduate Study, with the Consultant. Post 
recognized under revised Fellowship Regulations in 
respect of six months’ training required for the 


Final Fellowship Examination Vacant July 24. 
1956 Applications, with copy testimonials. to 
Group Secretary, Royal Salop Infirmary, Shrews- 
bury (9703) 


PAEDIATRICS 

LIVERPOOL REGIONAL HOSPITAL BOARD 
Clatterbridge Hospital 


Applications are invited : foe the post of 

RESIDENT REGISTRAR in 
with duties at the above hospital. The post is 
tenable from October 1, 1956. Forms of applica- 
tion from, and to be returned to, Dr. T. Lloyd 
Hughes, Senior Administrative Medical Officer. 
Liverpool Regional Hospital Board, 19, James 
Street, Liverpool. 2, to be received not later than 
July 21, 1956.—Vincent Collinge, Secretary to the 
Board (5209) 


QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN MANAGEMENT COMMITTEE 
Road, E.2, Shadwell, E.1, and Banstead 
w Surrey 


RESIDENT MEDICAL OFFICER (male or female) 
Graded Senior House Officer at Shadwell, E.1. 
Applications are invited for the above appointment. 
to become vacant September 1, 1956. Candidates 
must have had experience in the treatment of sick 
children. The appointment will be for one year. 
Application forms may be obtained from the 
Secretary at Hackney Road, and should be returned, 
with copies of not more than three testimonials, 
not later than July 16, 1956. (9781) 
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QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN MANAGEMENT COMMITTEE 
Hackney Road, E.2. Shadwell, E.1, and Banstead 
Wood, Surrey 


RESIDENT MEDICAL OFFICER (male or female) 
Graded Senior House Officer at Banstead. Appli- 
cations are invited for the above appoinument, to 
become vacant September 1, 1956 Candidates 
must have had experience in the treatment of sick 
children The appointment will be for one year 
Application forms may be obtained from the 
Secretary at Hackney Road. and should be returned, 
with copies of not more than three testimonials, not 


later than July 16, 1956 (9801) 
MID-GLAMORGAN HOSPITAL MANAGEMENT 
COMMITTEE 


Toana Children's Hospital, Tessa, Neath (90 beds) 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Paediatrics, E.N.T.. Ophthalmic. Orthopaedic and 
Traumatic). Post under supervision of Consultant 
Pacdiatrician and particularly suited to candidates 
studying for D.C.H. Appointment availab'c August 
1. 1956 Applications, stating age, qualifications 
and previous experience, to be addressed to the 
Group Secretary of the Committee, & Wind Street. 
Neath 


WEST MANCHESTER H.M.C. 
Park Hospital, (General Hospital 


SENIOR HOUSE OFFICER (Paediatrics) 
required : previous experience essential Hospital 
has a midwifery unit of 73 beds. and the children’s 
unit comprises 10 thoracic surgery and 26 pacdi- 
atric beds catering for other specialties. Hospital 
recognized for training for Diploma in Child 
Health. Post now vacant. Application forms from 
Secretary (S181) 


CHILDREN’S HOSPITAL, Sydenham, S.E.26 


HOUSE OFFICER (Medicine and Surgery) 
required September 1. Recognized for DCH 
Apply. naming two referees, to Administrative 
Officer by July 9. (9837) 

QUEEN ELIZABETH HOSPITAL FOR 

CHILDREN MANAGEMENT COMMITTEE 
Hackney Road, E.2. Shadwell, E.1, and Banstead 

w Surrey 


HOUSE OFFICER 

Appointment will be made for 2 consecutive 
periods of 6 months commencing September 1. 
1956. First period as House Physician and second 
as House Surgeon and Casualty Officer. Applica- 
tion forms may be obtained from the Secretary, at 
Hackney Road. and should be returned, with copies 
of not more than three testimonials, on or before 
July 16, 1956. (9782) 


HASTINGS, ST. HELEN'S HOSPITAL, 493 beds 


HOUSE PHYSICIAN 
resident, for Pacdiatrics and General Medicine. 
Post-registration post vacant July 25, 1956. Apply 
to Hospital Administrator by July 12 (5077) 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE OFFICER (Paediatrics) 
Recognized for D.C.H. 

Applications are invited for the resident post of 
House Officer (Pacdiatrics), becoming vacant on 
September 1, 1956. The post offers excelicnt Neo- 
Natal experience. Applications, containing details 
of qualifications and experience, together with 
copies of two recent testimonials, should be for- 
warded to the Group Secretary, Oldham and 
District Hospital Management Committee, Central 
Offices, Rochdale Road, Okiham (5130) 


SOUTHAMPTON CHILDREN’S HOSPITAL 
(Recognized by Conjoint Board for D.C.H.) 


HOUSE OFFICER 
required. Total establishment of three residents. 
Salary, etc., as nationally advocated. Applications, 
with copies of testimonials, to be submitted by 
July 14 to the Secretary, Southampton Group 
Hospital Management Committee. Bullar Street, 
Southampton. (9783) 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitals, Maachester 


Applications are invited from registered medical 

practitioners, male or femaic, for the post of 
HOUSE PHYSICIAN: 

in the Neonatal Unit of Saint Mary's Hospitals 
(attached to the University Department of Child 
Health) for a period of six months, vacant on 
September 24, 1956. Previous hospital experience 
essentia} and pacdiatric experience desirable. 
Duties include the care of the newborn in the 
maternity department. the care of infants in the 
infants’ ward and work in the clinics under the 
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charge of the’ Department of Child Health. Salary 
in accordance with national scales. Applications, 
Stating qualifications and experience, together with 
the names of three referees, should be sent to the 
undersigned not later than July 21, 1956.—A. R. 
Wise General Superintendent, Saint Mary's 
Hospitals, Whitworth Park, Manchester, 13. (5182) 


HALIFAX GENERAL HOSPITAL (425 beds) 
HOUSE PHYSICIAN 
required for Paediatric Unit of 35 beds. Approved 
pre-registration appointment and recognized for 
D.C.H. Post vacant August |. Application to the 
Group Secretary, Royal Halitax Infirmary, Halifax 
Pr. 9449) 


LEEDS, 14, SEACROFT HOSPITAL, York Road 


HOUSE OFFICER 
for Children’s Surgical and E.N.T. Wards. Recoe- 
nized pre-registration course Applications to 
Chief Administrative Officer (Pr.9794) 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Royal Portsmouth Hospital 


HOUSE OFFICER 
for Paediatric and Medical Beds (30 beds) 
Pre-registration post; vacamt July 16. Applica- 
tions, stating age, expericnce, and qualifications, to- 
aecther with names of two referees, should be for- 
warded as soon as possible to E. H. Hurst, 35, 
Grove Road South, Southsea. (Pr.8716) 


PATHOLOGY 
LIVERPOOL REGIONAL HOSPITAL BOARD 
Warrington | Group 


Applications are invited ‘for the post of 
CONSULTANT PATHOLOGIST 
whole-time Or On maximum part-time sessions, to 
take charge of the pathological services in the above 
group. Applicants should possess a higher quali- 
fication, and should have had at least five years 
experience in Clinical Pathology, including at least 
three years in Hospital Pathology Forms of ap- 
plication from, and to be returned to, Dr. T. Lioyd 
Hughes, Senior Administrative Medical Officer 
Liverpool Regional Hospital Board, 19, James 
Street, Liverpool, 2, to be received not later than 
July 28, 1956.—Vincent Collinge, Secretary to the 
Board. (5210) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 

REGISTRAR IN PATHOLOGY 
The duties will be with the Stockport and Buxton 
Hospital Management Committee and the success- 
ful candidate will work under the direction of the 
Consultant Group Pathologist. Applications, stat- 
ing age. experience. and qualifications, together 
with copies of two testimonials, to be addressed 
to the Group Secretary, Stockport and Buxton 
Hospital Management Committee, 59B. Shaw 
Heath. Stockport, Cheshire (9882) 


GROUP LABORATORY, MILE END HOSPITAL 
Bancroft Road 1 


le 


RESIDENT ASSISTANT PATHOLOGIST 
(Senior House Officer grade) 

Post vacant September 11, 1956. Previous ex- 
perience an advantage but not essential. Labora- 
tory recognized for Diploma of Pathology and is 
well equipped with excellent training facilities 
Post tenable for one year‘in first instance. Applica- 
tions, stating age, nationality, qualifications and 
experience, together with names of two referees, to 
the Secretary, Stepney Group Hospital Management 
Committee, Raine Street. Wapping, E.1. by July 
18, 1956. (5197) 


BATH HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited from registeréd medical 

practitioners for the post of 
RESIDENT PATHOLOGIST 

at St. Martin's Hospital. The officer's duties are 
mainly in Area Blood Bank at that hospital with 
duties at the Regional Bloo¢ Bank, Bristol, and at 
Bath Central Laboratory. The post is graded 
Senior House Officer. Applications, stating age. 
qualifications and experience, with names of two 
referees. should be forwarded to Group Secretary. 


Manor Hospital, Combe Park, Bath. (5079) 
BEVERLEY, YORKSHIRE, WESTWOOD 
HOSPITAL 


ASSISTANT PATHOLOGIST 
(Senior Howse Officer grade) 

Required in Area Laboratory with attendance at 
Branch Laboratory, Driffield. Offers experience 
all branches of Pathology. Salary £745. Detailed 
applications to Group Secretary (9706) 


GROUP 25 SELLY OAK HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER in 

Resident. Duties in emergency clinical pathology. 
Training in general pathology. Previous laboratory 
experience not necessary. Residential charge £167 
per annum Details from Pathologist. Sclly Oak 
H Bir . 29 (S028) 


OLDHAM AND DISTRICT GENERAL 
HOSPITAL (975 beds) 


Applications are invited for the appointment of 
RESIDENT CLINICAL PATHOLOGIST 
House 

vacant on August |, 1956. The duties will consiat 
mainly of Clinical Pathology. but include P.H 
Bacteriology and V.D. Serology ; also general and 
emergency work, and supervision of the bloed 
banks Previous experience in Pathology is not 
essential Applications, together with the names 
of two referees, and quoting Ref. No. E /62, 
should be forwarded to the Group Secretary, Old- 
ham and District Hospital Management Committec, 
Central Offices. Rochdale Road, Oldham (5241) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


Area Pathological Depar 
Applications invited from duly qualified and 
registered medical practitioners for the appoint- 
ment of 
RESIDENT SENIOR HOUSE OFFICER 
in 


vacant immediately. The appointment will be for 
a period of twelve months, in the Area Laboratory 
at the South Devon and East Cornwall Hospital, 
Greenbank Road, Plymouth, which provides excel- 
lent modern working facilitics. Applications, stating 
age, nationality, qualifications and experience, to- 
acther with the names and addresses of three 
referees. to be sent to the undersigned.—Arthur R. 
Cash, Group Secretary, 7, Nelson Gardens, Stoke, 
Plymouth ($1277 


PRESTON AND CHORLEY HOSPITAL , 
MANAGEMENT COMMITTEE 


Preston Royal ‘In@rmary (400 beds) 


SENIOR HOUSE OFFICER, PATHOLOGY 
for Group Laboratory, vacant immediately. Ap- 
plications, with names of two referees, to Group 
Secretary, Royal Infirmary, Preston. (5016) 


SOUTH MANCHESTER H.M.C, 
Withington Manchester, 20 


Applications are invited fo for the post of 
RESIDENT CLINICAL PATHOLOGIST 
Senior House Officer grade, which will be vacant 
on August 14, 1956 Previous experience in 
pathology not essential, the post affording oppor- 
tunities for gaining experience in all branches of 
clinical pathology. Applications, stating age, quali- 
fications, present post, experience, and names of 
two referees, to be forwarded to the Group Secre- 
tary, Withington Hospital, Manchester, 20, within 
seven days of the appearance of this ecm 

( 


UNITED BRISTOL HOSPITALS 


Applications are invited for two posts of 
JUNIOR CLINICAL PATHOLOGIST 
(Senior House Officer grade) 

The appointment will be tenable for a period of 
one year from September 1, 1956, and the candi- 
dates appointed will be required to reside in the 
Royal Infirmary for a portion of this period, 
normaily six months. The appointments will be in 
the Infirmary Branch, but work will include some 
duties in connection with the Blood Transfusion 
service in the United Bristol Hospitals. Previous 
experience in pathology not essential. A_ full 
course of training will be provided. Salary will 
be at the rate of £745 per annum, with a deduction 
at the rate of £125 per annum for the portion of 
the appointment spent in residence. Applications, 
stating age, qualifications and expericnce, and giv- 
ing the names of two referees, should be sent by 
July 14. 1956. to Secretary to the Board, Royal 
Infirmary Branch. Bristol, 2. (9826) 


PHYSICAL MEDICINE 
THE MIDDLESEX HOSPITAL, W.1 


Applications et for post of 
NIOR REGISTRAR 
in the aac of Physical Medicine and 
Rb Candidates must hold a_ higher 
qualification in Medicine. Forms of application, 
obtainable from Deputy Superintendent, should 
returned, naming two referees, by July 31. (5244) 


GLASGOW, 5S.W.1, SOUTHERN GENERAL 
HOSPITAL 


SENIOR HOUSE OFFICER in Pathology 
commencing carly August, 1956. Write to 
Secretary, Board of Management for Glasgow 
South-Western Hospitals. 1301, Govan Road, 
Glasgow, S.W.1, naming two referees. (5169) 


RRITICLI AIL 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 29 
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PSYCHIATRY 
EASTERN REGIONAL HOSPITAL BOARD 
(Seotiand) 


University of Andrews 


CONSUL TANT PSY CHIATRIST 
PROFESS OF PSYCHIATRY 
Applications are invited from registered medical 
Practitioners holding a higher qualification in 
psychiatry for a whole-time consultant appointment 
in Psychiatry The successful applicant will be 
appointed by the Regional Hospital Board as 
Physician in charge of the psychiatric ward (22 
beds) and out-patient clinic at Maryficid Hospital, 
Dundee (a teaching hospital), and Physician Super- 
intendent of Dundee Royal Mental Hospital ( 
hospital of 100 beds for acute mental disorders). 
He will also be appointed to the Chair of Psy- 
chiatry which the University is intending to 
institute during the academic year 1956/57. Ap 
plication forms and copies of a memorandum giving 
full information about the appointment and of the 
salary and conditions of service attached to it may 
be obtained from the Secretary, Eastern Regional 
Hospital Board, 430. Blackness Road, Dundee, to 
whom completed application forms are to be 
returned not later than July 21, 1956. (9883) 


THE UNITED LIVERPOOL HOSPIT 
LIVERPOOL REGIONAL HOSPITAL BOARD 
THE UNIVERSITY OF LIVERPOOL 


Applications are imvited for a joint appointment 


as 

CONSULTANT PSYCHIATRIST (Child Psychiatry) 
(for seven notional hail-days) to The United 
Liverpoot Hospitals and the Liverpool Regional 
Hospital Board, and Lecturer in Child Psychiatry 
in the Department of Studies in Psychological 
Medicine of the University of Liverpool The 
appointment is for three notional half-days a week 
for duty in The United Liverpool! Hospitals, in the 
first instance as Consultant in Charee of the 
Department of Paychiatry in the Royal Liverpool 
Children’s Hospital, and for four notional hailf- 
days a week for duty with the Liverpool Regional 
Hospital Board, in the first instance at Alder Hey 
Children’s Hospital. In the University Department 
duties will be in connection with the under- 
eraduate and postgraduate courses in psychological 
medicine and the person appointed will be re- 
muncrated for these by the University at the rate 
of £200 per annum Candidates must possess a 


registrable qualification, and the M.D. of a 
University of the British Commonwealth or 
M.R.C.P. (London, Edinburgh or Ireland), and a 
special qualification in psychiatry Applications. 
giving full particulars of age, qualifications and 


details of present and previous appointments to- 
gether with the names of three persons to whom 
teference may be made, should reach the 
Secretary (from whom further particulars may be 


obtained), The United Liverpool Hospitals, 80, 
Rodney Street, Liverpool, 1, by July 21, 1956 
(5183) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment 
WHOLE-TIME CONSULTANT PSYCHIATRIST 


at Hawkhead Mental Hospital, Glasgow, with 


associated out-patient and other duties at the 
Victoria Iofirmary, Glasgow. Applications (16 
copies), stating date of birth, qualifications, e¢x- 


perience, present appointment, and the names of 
three referees, to reach the Secretary, Western 
Regional Hospital Board, 64, West Regent Steet, 
Glasgow, C.2, not later than 4 days after the 
publication of this advertisement. This appoint- 
ment is subject to the National Health Service 
(Scodand) (Superannuation) Regulations. (S115) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ASSISTANT PSYCHIATRIST 
whole-time, Senior Hospital Medical Officer grade, 
Adult Department, Hill End Hospital, St. Albans 
(608 beds). Facilities also for working in neurosis 
centre Encouragement given to research and to 
study for higher qualifications. House available or 
accommodation for single candidate. Hospital may 
be visited by direct appointment Application 
forms obtainable from, and returnable to, 
Secretary, North-West Metropolitan Regional 
Hospital Board, Ila, Portland Place, W.1, before 
August 15, 1956 (S110) 


OXFORD REGIONAL HOSPITAL BOARD 


ASSISTANT PSYCHIATRIST (S.H.M.O. grade) 
wholtime to the Pewsey Group of Mental 
Deficiency Hospitals. Duties mainly at Bradwell 
Grove Hospital (320 beds) and Cotshill Hos«pital 
(220 Married accommodation availiable 
Candidates should hold a diploma in Psychiatry 
Applications (10 copies), stating age. qualifications, 
experience, and the names of three referees, should 
reach the Secretary, 43, Banbury Road, Oxford, by 
August 4, 1956. ($102) 


GUY'S HOSPITAL AND SOUTH-EAST 

METROPOLITAN REGIONAL HOSPITAL 
BOARD 
Applications are invited to fill an established 
vacancy for a 
SENIOR REGISTRAR 
ia Psychological | 

to the Board of Governors of Guy's Hospital and 
the South-East Metropolitan Regional Board. The 
successful applicant wil) be expected to spend a 
minimum of one and not more than two years in 
a Regionaj Board Hospital, in the Bexicy Group, 
om an exchange basis during a four-year tenure of 
the post. The appointments will be made jointly 
by the bodies concerned and will be heid im the 
first instance at Guy's Hospital. The post, which 
will be reviewed annually, is subject to the Terms 
and Conditions of Service of Hospital Medical and 
Dental Staff (England and Wales), with dutics com- 
mencing on October 1, 1956. Forms of application 
are obtainable from, and should be lodged with. 
the Superintendent, Guy's Hospital, London Bridge. 
S.E.1, mot later than July 20, 1956. ($252) 


ST. MARY'S HOSPITAL, Paddington, W.2 


Applications are invited for the post of 
PART-TIME REGISTRAR 
to the Psychiatric (five notional half- 
days per week) 

Previous experience in Psychiatry is necessary ; 
preference will be given to candidates hoiding the 
D.P.M. The appointment will be for a first period 
of twelve months, with effect from August 18, 1956 ; 
remuneration to be at “ Registrar" rates. Applica- 
tions, stating nationality, date of birth, permanent 
address, qualifications with dates, details and 
National Health Service gradings of previous and 
present appointments, together with the names and 
addresses three referces, should reach Alan 
Powditch, House Governor, not later than my A 

( 


THE BETHLEM ROYAL HOSPITAL AND THE 
MAUDSLEY HOSPITAL 


Applications are invited from Registered Medical 


NORTH-WEST METROPOLITAN 
HOSPITAL BOARD 


REGISTRAR IN PSYCHIATRY 
(resident or non-resident) required at Three Coun- 
ties Hospital (Mental), Ariesey, Beds (1.300 beds). 
All forms of ireatment carried out and Out-patient 
Clinics held at the local general hospitals. Facili- 
ties for research work and for attendance at D.P.M. 
and other courses in London. Hospital may be 
visited by direct appointment Application forms 
obtainable from, and returnable to, the Acting 
Medical Superintendent, Three Counties Hospital, 
Arlesey. Beds, by July 17. 1956 (S170) 


SHREWSBURY, SHELTON HOSPITAL 
(972 beds) 


REGIONAL 


SENIOR REGISTRAR ie Psychiatry 

Wide experience specialty and higher qualifica- 
tion required. Resident. Successful candidate may 
subsequently be required to spend not more than 
two years in a selected hospital of the United 
Birmingham Hospitals in accordance with arrange- 
ments for the interchange of senior registrars 
agreed by the Board Application forms from 
Secretary, R.H.B.. 10, Augustus Road, Birmingham, 
15, to be returned before July 23, 1956. Candidates 
may visit hospital. (S081) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME NON-RESIDENT SENIOR 
REGISTRAR io Children’s Psychiatry 
required. The post, intended to give experience 
with a view to specializing in children’s psychiatry, 
is attached to the Mappecricy Hospital, Nottingham, 
but is integrated with the child guidance clinics 
of the Nottingham City and County Councils. 
D.P.M. Ar for one year in 
first instance, reviewable annually. Applicauoa 
forms and further details from Senior Administrative 
Medical Officer. Shefficld Regional Hospital Board, 
Old Fulwood Road, Shefficid. 

turned by July 16, 1956. 


Practitioners for the appointment of 
REGISTRAR 

commencing on October 1, 1956, at the above Post- 
graduate Teaching Hospital, with which is 
associated the Institute of Psychiatry (University of 
London). Candidates with experience in general 
medicine and neurology or in paychology will 
receive special consideration. Applications, giving 
details of experience. and the names of two 
referees, should be made within one week of the 
appearance of this advertisement Application 
forms obtainable from K. J. Johnson, House 
Governor & Secretary, Maudsley Hospital, Den- 
mark Hill, London, S.E.5 ($253) 


THE BETHLEM ROYAL fy AND THE 
MA UDSLEY HOSPITAL 


Applications are invited from Registered Medical 
Practitioners for the appointment of 
SENIOR REGISTRAR 
Ist year, commencing on October 1, 1956, at the 
above Postgraduate Teaching Hospital, with which 
is associated the Institute of Psychiatry (University 
of London). Candidates should have a higher 
medical qualification, and experience in psychiatry 
is essential Applications, giving details of ex- 
perience, and the names of two referees, should be 
made within one week of the appearance of this 
advertisement. Application forms obtainable from 
K. J. Johnson. House Governor & Secretary, 
Maudsicy Hospital, Denmark Hill, 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


REGISTRAR IN PSYCHIATRY 


East Suffolk Mental Hospitals. St. Clement's 
Hospital, Ipswich (450 beds) and St. Audry'’s 
Hospital, Melton, Nr. Woodbridge (1.100 beds) 


and associated General Hospital Out-patient clinics. 
There is a very active out-patient department and 
Electro-encephalographic Department at St. 
Clements’ Hospital. Both hospitals are recognized 
for the DPM Applications, stating age, 
experience and the names of three referces, to 
Board's Senior Administrative Medical Officer, 117, 
Chesterton Road. Cambridge. by July 16. 1956. 
Candidates are invited tw visit the hospitals by 
direct arrangement with Medical Superintendent. 
St. Audry’s Hospital (9674) 


HIGHCROFT HALL GROUP 7 


REGISTRAR, PSYCHIATRY 
All modern forms of treatment. Opportunitics 
for out-patients clinic work Resident / non- 


resident. Applications to Group Secretary, High- 
croft Hall Hospital. Birmingham. 23. to be 
returned before July 16. 1956. Candidates may 
visit Hospital . (5080) 


LEEDS REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR in Child Psychiatry 
Leeds University Department of 


Duties at 
Psychiatry and Associated Clinics. Applications, 
stating age. qualifications and details of present 


and previous appointments (showing dates). 
together with the names and addresses of three 
referees, to the Secretary, Joint Registrars Com- 
mittee, Park Parade, Harrogate, by July 19, 1956. 

(9736) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


West Park Hospital Dasungement Committee 
Applications are invited for the appointment of a 
REGISTRAR IN PSYCHIATRY 
at West Park Hospital (for all stages of nervous 


and mental disorders), Epsom. Surrey Candi- 
dates may be of cither sex Single residential 
quarters availabie All modern methods are 


practised and there are facilities for study for the 
D.P.M. Within easy reach of London. Applica- 
tions (five copies) should be made on forms obtain- 
able from the Secretary to the Hospital Managec- 
ment Committee at the Hospital, to whom they 
should be returned not later than July 14, 1956. 

(5006) 


THE BOARD OF GOVERNORS OF THE 

UNITED BRISTOL HOSPITALS AND THE 

HOSPITAL 
A 


Applications are invited by the above Boards for 
the joint appointment of 
SENIOR REGISTRAR in Psychiatry 
to the Plymouth Clinical Area based on Moorhaven 
Hospital, Ivybridge, th Devon. The appoint- 
ment will be held for one year in the first instance, 
but may be renewed thereafter on an annual basis. 
A flat is available suitable for a married man. A 
comprehensive mental health service is in opera- 
tion, and experience can be gained in all branches 
of in-patient and out-patient work (including 
Neurology, Mental Deficiency and Child Guidance). 
out-patient service is based on the South 
Devon and East Cornwall Hospital. Plymouth, and 
the Plymouth Child Guidance Clinic. The 1955 
Annual Report which gives full particulars of the 
service can be obtained from the Physician-Super- 
intendent, Moorhaven Hospital. Applications, stat- 
ing date of birth, qualifications and experience, 
together with the names and addresses of two 
referees, should be sent to the Secretary of the 
Regional Hospital Board, 27, Tyndalls Park Road. 
Bristol, 8, not later than July 17, 1956. (5184) 


WELSH REGIONAL HOSPITAL BOARD 
REGISTRAR, PSYCHIATRY 


St. David's Hospital, Carmarthen (970 beds). 
Single accommodation availabie. Subject to review 
end of first year. Application forms from 


S.A.M.O., Temple of Peace, Cathays Park, Cardiff, 
within 14 days. (5240A) 


ABERGAVENNY, PEN-Y- VAL HOSPITAL 
Vale of Usk Hospital ‘Management Committee 


Applications are invited for the post of 
OR HOSPITAL MEDICAL OFFICER 
Salary according to national scales. Small house 
availabie. Experience in psychiatry not cssential. 
Applications, stating age, nationality, qualifications 
and present appointment, together with the names 
of two referees, to be forwarded immediately to 
the Medical Superintendent, Pen-y-val Hospital 
Abergavenny, Mon. (S151) 


JuLty 7, 1956 


Psy chiatry—contd. 
GLASGOW, N.1, STOBHILL GENERAL 
HOSPITAL 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
Male or female (resident preferred), in the 
Peychiatric Unit which consists of 180 beds with 
1,600 admissions yearly and deals with acute tweat- 

able cases; it is recognized for the 

appointment will be for two years in the first 
instance Applications, stating age, qualifications 
and experience, and naming two referees, should 
be sent to the Medical Superintendent. (5134) 


THE BETHLEM ROYAL HOSPITAL AND THE 
MAUDSLEY HOSPITAL 
Applications are invited from Registered Medical 

Practitioners for the appointment of 
SENIOR HOUSE OFFICER 

commencing on October 1, 1956, at the above Post- 
graduate Teaching Hospital, with which is 
associated the Institute of Psychiatry (University 
of London). Experience in general medicine and 
neurology or in the basic sciences is an advantage. 
Applications, giving details of experience, and the 
names of two referees, should be made within one 
week of the appearance of this advertisement. 
Application forms obtainable from K. J. Johnson, 

se Governor & Secretary, Maudsicy Hospital. 
Denmark Hill. London, S.E.5. (5254) 


CARDIFF, WHITCHURCH HOSPITAL 
(800 beds) 


Applications are invited for the above post from 
Practitioners who have held general house appoint- 
ments. Opportunities exist for gaining experience 
in all branches of psychiatry. Salary according to 
Whitley scale, less £150 per annum if resident. 
Forms of application to be obtained from the 
Physician Superintendent, to whom they should be 
returned, together with the names of two referees. 

(S152) 


SUFFOLK MENTAL HOSPITALS 
MANAGEMENT COMMITTEE 


St. Audry’s Hospital, Melton, Near Woodbridge 
St. Clement's Hospital, Foxhall Road, Ipswich 


SENIOR HOUSE OFFICERS (3) 

Applications are invited from registered medical 
Practitioners (men or women) for the above posts 
which are now vacant. ‘These hospitals comprising 
1,500 beds, together with Out-patient Departments. 
Electroencephalography and medical psychology, 
offer extensive experience of modern psychiatric 
methods. The Group is recognized for D.P.M. 
purposes and experience is also available locally, in 
child psychiatry and in neurology. Accommodation 
is available. Salary im accordance with the 
Nationa! Scales, as laid down in “* Terms and Con- 
ditions of Service for Medical and Dental Officers.” 
Applications should be made to Dr. I. J. Davies, 
Physician Superintendent, St. Audry’s Hospital, 
Melton, Nr. Woodbridge, Suffolk. ($220) 


RADIOLOGY 
GUY'S HOSPITAL, London Bridge, S.E.1 
Applications are invited for the post of 
REGISTRAR 


(middie grade) in 
at Guy's Hospital. The appointment will be for 
one year in the first instance, commencing October 
1, 1956, and applicants should hold a Diploma in 
Radiology. Forms of application are obtainable 
from, and should be lodged with. the Supcrin- 
tendent, Guy's Hospital, London Bridgc, S.E.1. not 
later than July 27. 1956 (5143) 
KING’S COLLEGE 
Denmark Hill, 


Applications are invited for the post of 
REGISTRAR 
to the X-ray Diagnostic Department. Candidates 
should hold or intend to work for a Diploma in 
Radiology. The post is tenable from October 1. 
1956. for one year in the first instance, and ap- 
plications, stating age. education. qualifications and 
experience, together with the names of two referees. 
should be sent to the undersigned by July 21.— 
S. W. Barnes. House Governor (5116) 


GROUP 
(S.W.Met. R.H.B. 


RADIOLOGY REGISTRAR 

Applications are invited for this appointment in 
Registrar arade (N.H.S. conditions, etc.). £850 per 
annum first year and £965 second year. Duties at 
Roya! West Sussex, St. Richard’s and Graylingwell 
(Mental) Hospitals, Chichester, and Bognor War 
Memorial Hospital (General Practitioners bave 
direct reference to two of these). The hospitals 
may be visited by appointment with the Consult- 
ant Radiologist. Forms of application from Group 
Secretary, 174, Broyle Road. Chichester, Sussex. 
to be returned by July 31. Canvassing eer 
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RADIOTHERAPY 
THE UNITED CAMBRIDGE HOSPITALS 
Cambridge. Adéesbrooke’ 's Hospital 


perience an advantage. Apply, with full par- 
ticulars and copies of three testimonials. to 


Secretary by July 21. (S017) 
NORTHWOOD, MIDDLESEX, MOUNT 
VERNON HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 
to the Radiotherapy and E.N.T. Departments. 
Vacamt August 1. 1956. This post is recognized as 
& pre-registration appointment. Applications. ac- 
companied by two testimonials. to be forwarded to 
the Resident Medica] Officer by July 18, 1956 
(Pr.5185) 


SURGERY 


NATIONAL TEMPERANCE HOSPITAL 
(158 beds) Hampstead Road, N.W.1 


Applications are invited for the undermentioned 
t, commencing September 17, 1956: 
WHOLE-TIME REGISTRAR (General Surgery) 
(Non-resident). Hospital may be visited by direct 
appointment. Application forms obtainable from. 
and returnable to, Secretary to Committee, Pad- 
dington Group Hospital Management Commiticc. 
Harrow Road, W.9, by July 23 (5228) 


BIRMINGHAM ACCIDENT HOSPITAL 
(215 beds) 


SURGICAL REGISTRAR 
Residemt, special experience available in treat- 
memt of shock. infection and principles of plastic 
surgery in connexion with Medical Rescarch 
Councit Burns Unit. Previous experience not 
essential. F.R.C.S. advantage. Application forms 
from Group Secretary, Scilly Oak H.M.C., Oak 
Tree Lane, Birmingham, 29, w be returned before 
Juty 23. 1956. Candidates may visit hospital. 
(5082) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SURGICAL REGISTRAR 
Great Yarmouth and Gorleston Hospital (Nor- 
folk and Norwich Group). Post recognized for 
F.R.C.S. Appointment for one year, renewable 
for second year. Applications, stating age, ex- 
perience, and the names of three referecs, to the 
Board's Senior Administrative Medical Officer, 117, 
Chesterton Road, Cambridge, by July 23, 1956. 
Candidates invited to visit hospital by direct 
arrangement with the Hospital Secretary. (5029) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for the whole-time resi- 

dent post of 
SURGICAL REGISTRAR 

at the Oldham and District General Hospital (387 
mainly General beds). The post is recognized for 
the F.R.C.S., and is vacant immediately. Married 
quarters are available. Applications, giving the 
names and addresses of two referees, to be for- 
warded to the Group Secretary, Oldham and 


-District Hospital Management Committee. Central 


Offices, Rochdale Road, Oldham (9901) 
NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 
Ancoats Hospital 


Applications are invited for the post of 
REGISTRAR IN GENERAL SURGERY 
Recognized for F.R.C.S. Applications, with full 
details, and two referees, by July 23, 1956, to 
Group Sccretuy, Crumpsall Hospital, 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Rerect, Herts 


Ascteaies. invited for the post of 
GISTRAR in General Surgery 
New commencing September 1. Ap- 
plication forms obtainable from, and returnable to, 
Group Secretary, Barnet Group H.M.C., 1, Well- 
house Lane, Barnet, Herts, by June 25 (5163) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


SURGICAL REGISTRAR 

required September 1, 1956, at the Hitchin 
Hospitals, Hitchin, Herts, for one year in the first 
instance. The post provides valuable all round 
surgical experience and is recognized for F.R.C.S. 
The hospitals may be visited by direct appointment. 
Application forms obtainable from the Secretary, 
Luton and Hitchin Group H.M.C., St. Mary's 
Hospital, Luton, Beds, and returnable by 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
~ SENIOR REGISTRAR 
in Surgery (resident) 
Luton & Dunstable Hospital, Dunstable Road, 
Luton (250 beds), and associated units. Applica- 
tions invited from senior registrars who have com- 
pleted. or afe about to complete, their taining and 
are to < posts. 
Tenure of the appointment restricted to two years. 
Hospital may be visited by direct appointment. 
Application forms obtainable from the Secretary, 
Luton & Group H.M.C., St. Mary's 
Hospital, Luton, Beds, and returnable by July 23, 
1956. (5018) 


Wharacliffe Hospital, Sheffie!d (128 beds) 


WHOLE-TIME SURGICAL REGISTRAR 
required with additional orthopacdic duties. Single 
accommodation available. Appointment for one 
year in first instance. Apply to Sccretary, Shef- 
field Regional Hospital Board, Olid Fulwood Road, 
Shefficid, by July 16, 1956, giving age. nationality. 
qualifications, present and previous appointments 
(with dates), naming three referees (S084) 

M A 


Applications are invited for the eppointment of a 
SURGICAL REGISTRAR (Senior Registrar Grade) 
in the Professorial Unit at the Queen Elizabeth 
Hospital. The appointment will be for one year in 
the first instance and subject to annual review. 
The successful candidate ‘may subsequently be 
required to spend not more than two years in a 
selected hospital of the Birmingham Regional 
Hospital Board in accordance with an arrangement 
for the interchange of Registrars agreed between 
the two Boards. Candidates must be registered 
medical practitioners and should possess 

F.R.C.S. Forms of application from the Secretary, 
Birmingham Hospitals. Queen Elizabeth 
Hospital, Birmingham, 15, to be returned by July 
21. 1956. (5224) 

ELS R A 


REGISTRAR, GENERAL SURGERY 
based at Caerphilly District Mincys’ Hospital, 
Caerphilly, Glamorgan. Married or single quarters 
may be availabic. Subject to review end of first 
year. Application forms from S.A.M.O.. Temple 
of Peace, Cathays Park, Cardiff, within 14 days. 
(5240B) 


WOLVERHAMPTON GROUP OF 
WHOLE-TIME SENIOR REGISTRAR 
Surgery 


in General 
Based on The Royal Hospital, Wolverhampton 
(113 surgical beds), with some duties at other group 
hospitals. Higher qualification essential. Resident. 
Successful candidate will be required to spend first 
year of appointment at the Queen Elizabeth 
Hospital! under the scheme for interchange of 


R.H.B., 10, Augustus Road, Birmingham, 15, 
before July 23, 1956. Candidates may visit 
itals. 
A 
COMMITTEE 


RESIDENT SENIOR HOUSE OFFICER (Surgical) 
required at Royal Hamadryad General and Sca- 
men’s Hospital. Post covers 44 beds—Genito- 
Urinary, General Surgery and Out-patients. Depart- 
ment under care of Consultants from United 
Cardiff Hospitals. Form of application from 
Group Secretary, 44, Cathedral Road, Cardiff. 


(5007) 

FO R AL 

Applications are invited for the appointment of 
SENIOR HOUSE SURGEON 

at the above hospital. The a i will be 


tenable for a year. Salary £745 a year, less a 
deduction of £150 a year for residential emolv- 
ments. Applications, stating age, qualifications. 
and the names and addresses of two referces. 
should be made to the Group Secretary, “ Ash- 
Eton,” Radnor West, (5204) 
AU OUP 
MANAGEMENT COMMITTEE 
Kingston General Hospital, Hull (419 beds) 
SENIOR HOUSE SURGEON 
(Recognized for the F.R.C.S. examination) 
There are 69 general surgical beds and some 
supervision is required of 17 gynaccological beds. 
Salary £745 less emoluments. Post vacant early 
August Applications, with two recent testi- 
monials, to the Hospital Secretary. (5086) 


A A 
MANAGEMENT COMMITTEE 

Aberdare General Hospital, Aberdare (102 beds) 

Applications invited for the post of 

RESIDENT SENIOR HOUSE 
Duties are mainly General Surgery, Orthopaedic 
and Traumatic, and will include work in the 
Casualty Department. N.H.S. terms and condi- 
tions of service. Apply, with full particulars, and 
copies of two recent testimonials, to Group 
Secretary, St. Tydfil’s Hospital, Merthyr Tydfi'. 
immediately. 
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Surgery —contd. 


MITCHAM, SURREY, WILSON HOSPITAL 
Crammer Road 
SENIOR HOUSE OFFICER (Surgical) 

Duties mainly in casualty department. The post 
is normally a aon-resident one, but accommodation 
may be made availabic Applications, enclosing 
copies of recent testimonials, and the names of 
two referees, to Group Secretary, St. Helier Hos- 
pital, Carshalton, Surrey (5087) 


MORECAMBE, QUEEN VICTORIA HOSPITAL 
RESIDENT SENIOR HOUSE OFFICER 
(Surgical) 


ome year and the 
attached to the 
with names 


The post is normally tenable 
successful applicant will be 
specialist Surgical Unit Applications 


of two referees, to be addressed to the Group 
Secretary, Royal Lancaster Infirmary. Lancasicr 
(5139) 


ROMFORD, RUSH GREEN HOSPITAL 
(301 beds) 


RESIDENT SENIOR HOUSE SURGEON 


required from July 30, 1956. Recognized for 
FR.CS. (No married quarters availabic.) Appli- 
cations should be forwarded immediately to 


Medical Superintendent, stating also names of two 
referees (S088) 


SOUTH MANCHESTER H.M.C. 
Withington Hospital, Manchester, 20 


Applications are invited for the post of 
SENTOR HOUSE OFFICER (Sergical) 
including casualty duties The post is recognized 
by the Royal College of Surgeons for the final 
F.R.C.S. examination and possession of the primary 
FRCS. will be an advantage The hospital is 
recognized by the Manchester University for the 
teaching of undergraduate students Applications. 
with full details, to the Group Secretary, Withing- 
ton Hospital (5214) 


WARDE-ALDAM HOSPITAL, South Ebmsall 


RESIDENT SURGICAL OFFICER 
(Senior House Officer Grade) 
required. Warde-Aldam Hospita! is a small general 
hospital of 33 beds. Fiat available. Post vacant 
as from the end of August, 1956. Applications as 


soon as possible to the undersigned.——-D. G. Davies 
(Secretary), Great Northern House, Salter Row 
Pontefract (S019) 
WEST MANCHESTER H.M.C. 
Eecies & Patricroft Hospital 
(General Hospital 48 beds) 
1 SENIOR HOUSE OFFICER 
requircd The work of the hospital is mainly 


surgical and there is a busy out-patient department 
Post now vacant Forms from Secretary, Park 
Hospital. Davyhuime (9859) 


CENTRAL MIDDLESEX HOSPITAL 
Park Royal, N.W.10 


RESIDENT HOUSE OFFICER 
required in Surgical Department. Post vacant 
August 16. Pre-registration candidates will be con- 
sidered Application. with copies of two testi- 
monials, to Medical Director by July 14, 1956 
(5248) 


AYR COUNTY HOSPITAL, Ayr 


HOUSE OFFICER (Surgical) 
Recognized post. Vacant August |, 1956. Offers 
wide experience under Consultant supervision 


Resident. National terms. Apply immediately Arca 
Medica! Superintendent Baliochmyic Hospital 
Mauchiine. (Tel.: Catrine 281.) (5145) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


Applications are invited from medical practi- 
tieners for the post of 


HOUSE SURGEON 


at St. Martin's Hospital, vacant July 31, 1956. Ap- 
plications, stating age. qualifications and experience, 
with three testimonials, should be forwarded by 
July to Group Secretary, Manor Hospital, 
Combe Park. Bath Post is recognized for pre 
registration purposes (5089) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
HOUSE SURGEON 
at the C. & A. General Hospital, Bangor. (Recog- 


nived for PF. R.C.S.) The appointment is for a 
period of six months Salary and conditions of 
service in accordance with those approved by the 
Ministry of Health Applications, stating age, 
Qualifications and experience, together with the 
names and addresses of two referees. to be for- 
warded to the Group Secretary, Plas Gwyn. 
Firiddoedd Road, Bangor, within ten days of ap- 
pearance of this advertisement (S191) 


ESSEX COUNTY HOSPITAL, Colchester 


(188 beds) 
Applications invited for post of 
HOUSE OFFICER (Surgical) 


First, second, third, or pre- registration post, ten- 
Applications, with copics of 
Group Secretary. Colchester 


Essex. (5189) 


abie for 6 months 
3 testimonials, to 


HMC... 


14, Pope's Lane, Colchester, 
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ROYAL SOUTH HANTS HOSPITAL, 278 beds 


RESIDENT HOUSE SURGEON 
required carly in August Pre-registration can- 
didates cligible Applications, with copics of 
recent testimonials, should be forwarded to Group 
Secretary, Southampton Group Hospital Manage- 
ment Committee. Bullar Street, 


SOLTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Isteworth 


HOUSE OFFICER 
Surgical Unit (approximately 
and jarge Out-patient Clinics. Vacant August 9, 
1956 Applications to Group Scecretary, South 
West Middlesex Hospital Management Committec, 
isieworth, by July 17 (5160) 


Genera! 76 beds) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Burnley General General Hospital (641 beds) 
Burnley Victoria (171 beds) 


RESIDENT HOUSE OFFICERS (Surgical) 
The appointments are approved as pre-registra- 


tion posts and recognized for F.R.C.S. Applica- 
tions, with two references to Group Secretary, 
Burnley General Hospital (Pr.$221) 
COVENTRY GROUP 20 H.M.C. 
HOUSE OFFICERS ia General 

Recognized pre-registration, F.R.C.S. Resiient. 
Required at 

Manor Hospital. Nuneaton—July 17. 

Hospital of St. Cross, Rugby—July 8. 

Applications to Group Secretary, Coventry & 
Warwickshire Hospital, Coventry. (Pr.9716) 


GERMAN HOSPITAL. Londoa, E.8 
(General 157 beds) 
Applications ate invited fot the six months’ 
resident appointment (mow vacant) of 
PRE-REGISTRATION HOUSE SURGEON 
and should be sent immediately to Group Secretary, 
Hackney Hospital, London, E.9, quoting GH / PHS. 
(Pr .9803) 


HACKNEY HOSPITAL, Lendon, E.9 
(General 841 beds) 


Applications are invited for the 6 months’ ap- 
pointment from August | of resident pre-registration 
HOUSE SURGEON (2nd post) 


(recognized for F.R.C.S.), and should reach 
Secretary, above address, by July 20. quoting 
HH /PHS 2 (Pr.$124) 


LAMBETH HOSPITAL, Kennington, S.E.11 


Applications are invited from pre-registration and 
registered Medical Practitioners for the position of 
RESIDENT HOUSE SURGEON 
falling vacant on August 11, 1956. The successful 
candidate will be required to carry out a fortnight's 
locum duty starting on July 28, 1956. Application 
forms from the Physician Superintendent. (Pr.S002) 


MILE END HOSPITAL 
Bancroft Road, London, E.1 (484 beds) 


HOUSE SURGEON (Pre- or Post-registration) 

Post vacant August 6, 1956. Post recognized by 
Royal College of Surgeons. Application forms ob- 
tainable from Physician Superintendent. to be re- 
turned by July 20, 1956, with copies of not more 
than three testimonials. (Pr.5229) 


WEST LONDON HOSPITAL 
Hammersmith Road, W.6 


HOUSE SURGEON (General & Orthopaedic) 
required August 1! Pre-registration candidates 
considered. Age, qualifications, experience, copies 
two recent testimonials, to Secretary by July 16 

(Pr.S141) 


INFIRMARY 


BARNSTAPLE, NORTH DEVON 
(105 beds) 
HOUSE SURGEON (pre-registration) 

Post vacant mid-July. Applications to Group 
Secretary, North Devon Hospital Management 

Committee, 19. Alexandra Road, Barnstapic 
(Pr. 8055) 


BEDFORD GENERAL HOSPITAL (437 beds): 


HOUSE SURGEON 
required ; pre- or post-registration, recognized for 
FRCS The appointment offers exceptional 
opportunities for general experience in busy acute 


CUMBERLAND INFIRMARY, Carlisle (336 beds) 


TWO HOUSE OFFICERS General Surgery 
(recognized for F.R.C.S. examination) 
required for six months’ period commencing August 
1. 1956. Posts recognized for pre-registration pur- 
poses. Applications, stating age, giving details of 
education, training and cxperience, together with 
the names of two referces, should be sent to the 
Group Secretary, Cumberland Infirmary, Carlisle. 

(Pr.9382) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
HOUSE SURGEON (Pre-registration) or 
SENIOR HOUSE OFFICER (General Surgery) 
Vacant immediately. Apply, stating full details, 
with copies of two recent testimonials, to Secretary. 

(Pr.5031) 


EASTBOURNE, ST. MARY'S HOSPITAL 
Q61 beds) 


Applicaticns are invited for the pre-registration 

post of 
HOUSE SLRGEON 

for general surgery in a busy, well-equipped hos- 
pital. Staff of six House Officers. Post recognized 
by Royal College of Surgeons. Applications, stating 
age, nationality, qualifications, and experience. with 
copies of recent testimonials, to the Group Secre- 
tary, 29, Bedfordwell Road, Eastbourne. (Pr.5090) 


EAST GRINSTEAD, QUEEN VICTORIA 
HOSPITAL 


Tuabridge Wells Group Hospital Management 
Committee 


RESIDENT HOUSE SURGEON 
Male or Female. required on September 1, 1956. 
for General Hospital. Appointment for six months 
in first instance; recognized for pre-registration 
purposes and for F.R.C.S. Examination. Applica- 
tions, stating age, and experience, with three 
referees, to Hospital Secretary (Pr.9832) 


GLASGOW, WESTERN INFIRMARY, AND 
KILLEARN HOSPITAL ORTHOPAEDIC UNIT 


RESIDENT HOUSE OFFICER 
(Pre or first, second, or third post beid) 
required at Killearn Hospital from August 1, 1956. 
This post is recognized for the purpose of the 
F.R.C.S. examination. Salary in accordance with 
National Health Scales less the appropriate charge 
for residential emoluments Applications to the 
Medical Superintendent, Western Infirmary. Glas- 
gow, W.1 (Pr.5132) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital 


surgical units. Age, experience, nationality, copies situated 21 miles from London) 
of two recent testimonials, to Group Secretary, 3. 
Kimbolton Road. Bedford (Pr.8364) Applications are invited for the undermentioned 
BIRMINGHAM, ROAD HOSPITAL HOUSE SURGEON 
nine General (ist. 2nd or 3rd post), To commence July 
HOUSE SURGEON 18, 1956. Pre-registration post; recognized under 
required Recognized for pre-registration and F.R.C.S. regulations Applications to Group 
RCS Unit of approximately 85 adult and Secretary, Hertford Group H.M.C.. Hertford 
hildren’s General Surgical beds under control of County Hospital, Hertford, Herts (Pr.9891) 


two Consultant Surgeons Detailed applications, 
with copies of three recent testimoniais. to Group 
Secretary (Pr.5250) 
BLACKBURN & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Victoria Hospital, Accrington (114 beds) 
HOUSE SURGEON 
required for August 9, 1956. Post recognized for 
F.R.C.S. and approved for pre-registration pur- 
poses Applications to Secretary, H.M.C. Office. 
Royal Infirmary. Blackburn, Lancs (Pr.5030) 


BLACKPOOL VICTORIA HOSPITAL 
(348 beds) 


HOUSE OFFICER ( 

Surgical pre-registration post available August |! 
at this modern well-equipped hospital with excellent 
facilities for gaining experience (92 general surgical 
beds). Post recognized for F.R.C.S. Applications, 
stating aec. qualifications. experience, together with 
the names and addresses of two referees, should be 
sent to the Hospital Secretary. (Pr.9669) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Huddersfield Royal Infirmary (312 beds) 


HOUSE SURGEON 

Required t© commence dutics immediately. The 
post is recognized as a pre-registration appoint- 
ment and for the F.R.C.S. Salary in accordance 
with National Scales. Applications, together with 
copies of three recent testimonials, to be addressed 
to the undersigned as soon as possibic.—H. J. 
Johnson, Secretary to the Management Committee. 
The Royal Infirmary, Huddersficid (Pr.5161) 


HUNTINGDON COUNTY HOSPITAL 


Applications are invited for the post of 
HOUSE R (Surgical) 


now vacant. Post recognized for pre-registration 
purposes. Apply, with full particulars. and names 
of two referees, to Secretary, County Hospital, 
Huntingdon. (Pr.5242) 


Jury 7, 1956 


MAIDENHEAD, CANADIAN RED CROSS 
MEMORIAL HOSPITAL, Tasiow 


HOUSE SURGEON 
required for post vacant August 14. Preference 
given to persons seeking pre-registration post. Ap- 
plications, stating age, qualifications with dates, 
with copies of two testimonials, to Sceretary 
(Pr.5033) 


MAIDENHEAD HOSPITAL, Berks 


Applications invited for post of 
HOUSE SURGEON 
vacant now Preference given to persons seeking 
pre-registration post. Applications, stating age, 
nationality and qualifications, with names of three 
referees, to Secretary. (Pr.5032) 


MAIDSTONE WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid-Kent Hospital Management Committee 
are invited for the pre-registration 


HOUSE SURGEON 
Six months’ appointment Post vacant July 1, 
1956. Salary at the rate of £425, £475, to £525. 
according to experience. A deduction at the rate 
of £125 a year is made for board and lodging, 
and other services provided. Applications should 
be forwarded, as soon as possible, to the Admin- 
istrative Officer at the hospital (Pr.8806) 


MERTHYR AND ABERDARE HOSPITAL 
MMITTEE 


MANAGEMENT CO) 


HOUSE SURGEON 

Applications invited for pre-registration posts at 
each of the following hospitals (vacancies August |, 
1956) 

St. Tydfil’s Hospital, Merthyr Tydfil (376 beds). 

Merthyr General Hospital, Merthyr Tydfil (120 
beds) 

Apply, stating age, qualifications. experi- 
ence, with copies of two recent testimonials, to 
Group Secretary, St. Tydfil’s Hospital, Merthyr 
Tydfil (Pr.S091) 


NEWPORT (MON) \) HOSPITAL GROUP 
PRE-REGISTRATION HOUSE SURGEONS’ 
PosTSs 


are vacant about August I. Ali recognized F.R.C_S.: 
Royal Gwent Hospital, Newport (260 beds). 
Three posts. 
St. Woolos Hospital, Newport (379 beds). One 


Post 
Pontypool & District Hospital, Pontypool (126 
beds). Two posts. 

Write. quoting two referees and post preferred, 
to T. A. Jones, Grovp Secretary, 64. Cardiff Road. 
Newport, Mon (Pr.9713) 


NORTHWOOD, MOUNT 
VERNON HOSPIT 


Applications are invited for post of 
HOUSE SURGEO 
for General Surgery Vacant 1. 1956 
Recognized for the final F.R.C.S. in General 
Surecry. and recognized as a _ pre-registration 
appointment. Applications, accompanied by two 
testimonials, to be forwarded to the Resident 
Medical Officer by July 18, 1956. (Pr.5: 85) 


NOTTINGHAM GENERAL HOSPITAL 


Resident Pre-registration or Registered 
HOUSE SURGEONS 
required. Duties to commence August 1. Applica- 
tions, stating age, qualifications. and experience, 
tozether with copies of testimonials, to be sent to 
the Secretary (Pr.8652) 


YMOUTH, SOUTH DEVON AND EAST 
CORNWAL L GENERAL | HOSPITAL GROUP 


Seuth Devon and East Cornwall Hospital, 
Greenbank Road, Plymouth 


HOUSE SURGEONS 
pre-registration posts, two vacancies immediately. 
recognized for the F.R.C.S. Applications, stating 
age. nationality, qualifications and experience, to- 
gether with the names and addresses of three 
referees, to be sent to the undersigned.—Arthur R 
Cash, Group Secretary, 7, Nelson Gardens, Stoke. 
Piymouth (Pr.S128) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Saint Mary's Hospital (130 surgical beds) 


HOUSE SURGEON (Pre-registration) 

Posts vacant July 23, 29 and 3). Applications. 
stating age, experience. and qualifications, together 
with names of two referees. should be forwarded 
as soon as possible to E. H. Hurst, 35, Grove 
Road South, Southsea (Pr.9031) 


RICHMOND (near). YORKS, ST. JOHN OF 
GOD'S HOSPITAL, Scorton (150 beds) 


Applications are invited for the six months’ 
resident appointment of 

PRE-REGISTRATION HOUSE SURGEON 
N.H.S. rates. Particulars from the Rev. Prior at 
above address. (Pr.9885) 


Juty 7, 1956 


BRITISH MEDICAL JOURNAL 
ROMFORD, ESSEX, RUSH GREEN HOSPITAL 
(301 beds) 


RESIDENT HOUSE OFFICER (General Surgery) 
required from August 7, 1956. Post is recognized 
for pre-registration purposes and for F.R.C.S. Ap- 
plications should be forwarded immediately two 
Medical Superintendent, stating also names of two 
referees (Pr.S092) 


WEST DORSET GROUP HOSPITAL... 
MANAGEMENT COMMITTEE 


HOUSE SURGEONS (male or female) 
required for two resident posts vacant in August : 
(a) Dorset County Hospital, Dorchester (111 beds) 
(ob) Weymouth and District Hospital, Weymouth 
(124 beds) 
Both appointments are recognized for F.R.C.S. 


ROYAL ee INFIRMARY 
rure (212 beds) 


are invited for the pre-registration 


Post 

HOUSE SURGEON 
at the above Hospital which falis vacant on August 
28, 1956. Applications, stating age, nationality and 
experience, togetiicr with copies of two recent 
testimonials, to be addressed w the Hospita! 
Secretary, Royal Cornwall Infirmary. (Pr.9715) 


ST. HELIER HOSPITAL 
Carshalton, Surrey 


HOUSE SURGEON (Pre-registration Post) 
s with duties in Genito-Urinary) 
Vacant mid-August Applications, giving age, 
qualifications, etc.. with copies of recent testi- 
monais, and the names of referees, should be sent 
to the Secretary at above address (Pr.5034) 


STAMFORD AND RUTLAND HOSPITAL 


RESIDENT HOUSE SURGEON 
(Pre-registration.) (First or second post.) Post 
vacant now, and offers good surgical experience 
Applications, stating age, qualifications and 
experience, together with copies of testimonials, to 
be sent to the Secretary, Stamford and Rutland 
Hospital, Stamford, Lincs (Pr.7241) 


STOKE-ON-TRENT, CITY GENERAL 
HOSPITAL 


HOUSE OFFICER, General Surgery 
vacant now Pre-registration Post Hospital recor- 
nized for F.R.C.S. Detailed applications. with copy 
testimonials. to Group Secretary, H.M.C., Princes 
Road. Stoke-on-Trent (Pr.9667) 


SUNDERLAND, ROYAL INFIRMARY 


HOUSE SURGEON 
required. Post vacant on June 26, 1956. is recor- 
nized for pre-registration experience. Apply. 
naming two referees, to the Hospital Secretary. 
Royal Infirmary, Sunderland (Pr. 5193) 


TILBURY AND SOUTH-EAST FSSEX 
HOSPITAL MANAGEMENT COMMITTEE 


Tilbury and Riverside General Hospital 
Tilbury Branch, ‘Tilbury, Essex 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
at the above Hospital. The Hospital, within casy 
reach of London, has an active Consultative Out- 
patient and Casualty Department‘and a very busy 
surgical unit of 74 beds where exceptional oppor- 
tunities exist for wide experience in acute surgery 
and gynaccology. The post is recognized under the 
Medical Act for pre-registration purposes, and suit- 
able candidates are invited to apply The post, 
recognized by the Royal College of Surgeons, be- 
comes vacant on August 7, 1956. Applications, to- 
gether with copies of not more than three recent 
testimonials, should be forwerded to the under- 
signed.—G. E. Whyte, Group Secretary, Thurrock 
Hospital, Grays, Essex. (Pr.5093) 


TORBAY HOSPITAL, Torquay (166 general beds) 


RESIDENT HOUSE OFFICER (Sergical 
male or female. required middie Junc. Post re- 
cognized for F.R.C S. and pre-registration purposes 
There is a complement of five Resident House 
Officers Applications. stating qualifications. 
nationality and age, together with copy testimonials 
(quoting reference F.955/70), to the Group Secre- 
tary, Torquay District Hospital Management Com- 
mittee, Torbay Hospital. Torquay. S$ Devon 

(Pr. 7083) 


WARRINGTON GENERAL HOSPITAL 
(368 beds) 


Applications are invited for 
TWO HOUSE SURGEONS (Male or Femate) 
(Recognized for pre-registration) The posts will 
be vacant on July 26, 1956, and September 1. 1956, 
respectively. Salary will be £425 to £525 per 
annum, less a deduction of £125 for full residential 
emoluments. The Staffing of the Surgical Unit 
consists of a Senior Registrar, Registrar and two 
House Surgeons. The posts offer a comprehensive 
training in surgery. Apply giving full particulars 
to the undersigned.—H. L. Boot. Group Sccretary, 
Warrington & District Hospital Management Com- 
mittee. c/o General Hospital, Warrington . 
9171) 


WATFORD, HERTS, PEACE MEMORIAL 
HOSPITAL (208 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
at the above Hospital. This is a pre-registration 
post and is recognized for F.R.C.S. Salary accord- 
ing to the N.H.S. Scale. Applications, with copies 
of recent testimonials, to the Administrator 


(Pr.9499) 


BRITISH MEDICAL JOURNAL 


e «6approved for pre-registration 
service. Applications, stating age. and qualifica- 
tions, together with copy testimonials, to Group 
Secretary, West Dorset H.M.C.. Damers Road, 
Dorchester, Dorset. (Pr.5133) 


WEST HERTS HOSPITAL 
Heme! Hempstead. Herts 


HOUSE SURGEON (pre-registration) 
required. Post vacant July 21, 1956. Applications, 
giving full details and two names for reference. 
should be sent to the Hospital Secretary as soon 
as possible. (Pr 9500) 


WIGAN AND LEIGH HOSPITAL 
MANAGEMENT COMMITTEE 
Royal Albert Edward Infirmary, Wigan 
HOUSE SURGEON (Pre-registration post) 
vacant July 17 


Leigh Infirmary 
HOUSE SURGEON (Pre-registration post) 
vacamt July 29. Applications, with names of two 
referees, to the Secretary, Knowsley House, Wigan. 
(Pr.5109) 


WREXHAM, MAELOR GENERAL HOSPITAL 
(591 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
at the above hospital. to commence duties on 
August 1, 1956. The appointment is recognized 
for the Diploma of F.R.C.S. (Eng. and Edin.). and 
is a Pre-Registration post. Applications, stating 
age, nationality, qualifications. and experience, with 
copies of two recent testimonials. to be sent to the 
Group Secretary, Maeclor General Hospital. Wrex- 
ham, as soon as possible (Pr.9747) 


WREXHAM, WAR MEMORIAL HOSPITAL 
(230 beds) 


Applications are invited for the two posts ot 
HOUSE SURGEON 
at the above hospital, to commence duties on 
August I. 1956. The appointment is recognized 
for the Dipioma of F.R.C.S. (Eng. and Edin.) and 
is a pre-registration post. Applications, stating age, 
nationality, qualifications and experience, with 
copies of two recent testimonials, to be sent to 
the Group Secretary, Maclor General Hospital. 
Wrexham, as soon as possible. (Pr. 5094) 


THORACIC SURGERY 


LONDON CHEST HOSPITAL 
Hospitals for Diseases of the Chest 


Applications are invited for the post of : 
SURGICAL REGISTRAR 
The appointment is for one year in the first instance 
and is non-resident. Previous experience in 
Thoracic Surgery essential Applications, stating 
date of birth. qualifications (with dates), and 
previous appointments held. with copies of three 
testimonials, should be forwarded at once to: The 
House Governor, London Chest Hospital, E.2 


ST. CHARLES’ HOSPITAL (581 beds) 
Ladbroke Grove, W.10 


Applications are invited for the post of whole- 


time 
REGISTRAR 

in the Thoracic Surgical Unit (non-resident). Ex- 
perience in General Surgery essential and higher 
surgical qualifications an advantage. Hospital may 
be visited by direct c¢ppointment Applicat.on 
forms obtainable from, and returnable to, Secre- 
tary to Committee, Paddington Group Hospital 
Management Committee, Harrow Road, W.9_ by 
July 23 (5231) 


ST. CHARLES’ HOSPITAL (581 beds) 
Ladbroke Grove, W.10 


Applications are invited w fill the undermen- 
tioned post : 

SENIOR HOUSE OFFICER (Thoracic Surgery) 
(Resident or non-resident), Applications. stating 
age, qualifications, experience, ctc., together with 
the names and addresses of two referees, to be 
forwarded to Hospital Secretary immediately. (5230) 


ILKLEY, MIDDLETON HOSPITAL (430 beds) 


RESIDENT SENIOR HOUSE OFFICER (Surgical) 
required for Major Thoracic Surgical Unit at the 
above Hospital Applications, Stating age, 
nationality. qualifications and experience. to 

| Secretary. (9452) 
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UROLOGY 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COSMET 


Royal lefrmary, | Preston (400 beds) 


UROLOGICAL REGISTRAR 
Specialist department. F.R.C.S. preferable. One 
of two registrar posts Resident or non-resident 
Vacant September | Application forms obtain- 
able from Group Secretary, Royal Infirmary, 
Preston, Lancs (5096) 


CHERTSEY, SURREY, ST. PETER’S HOSPITAL 
(late Botiey’s Park War Hospital) (430 beds) 


S.H.0. to the Genite-Urinary Surgeon 


4 


SOMERSET COUNTY COUNCIL 
County Health Department 


SENIOR MEDICAL OFFICER FOR MENTAL 
HEALTH 


Applications are invited from registered medical 
Practitioners for this whole-time superannuabic 
post. Candidates must have knowledge of mental 
deficiency and lwoacy work and regulations. The 
possession of a Diploma in Public Health and a 
Diploma in Psychological Medicine would be re- 
garded as additional qualifications Salary scale 
£1,520 by £50 (1) and £55 (7) tw £1,955 per annum, 
together with appropriate travelling allowance. Ap- 
plications should be received not later than July 
18 by Dr. J. F. Davidson, County Medical Officer, 
County Hall, Taunton, from whom details and ap- 
plication form can be obtained (5104) 


required from August 2, 1956 Post rec 
for F.R.C.S. Salary im accordance with terms and 
conditions of National Health Service Appiica- 
tioms, with names and addresses of two referees, 
to be sent Ww the Physician Superintendent. St. 
Peter's Hospital, Chertsey. immediately (9748) 


PUBLIC HEALTH 


COUNTY OF HERTFORDSHIRE 
Seuth Herts (No. 1) Combined Sanitary District 


APPOINTMENT OF MEDICAL OFFICER OF 
HEALTH AND DIVISIONAL COUNTY 
MEDICAL OFFICER 
Applications are invited from suitably qualified 
and experienced medical practitioners for this ap- 
pointment to be made jointly by the Councils 
named below The post is whole-time, superan- 
nuabie, and carries at present a salary in the 
tegion of £1,950 w £2,330 likely shortly to rise to 
£2,006 to £2,413 by reason of increase in popula- 
tion. Travelling allowance. Office and staff will 
be provided at Hemel Hempstead. Forms of ap- 
plication with particulars from the County Medical 


Officer. County Hall, Hertford. Applications must 
reach him by July 21, 1956.--Neville Moon, Herts 
County Council. C. W. G. T. Kirk, Hemei 
Hempstead Borough. D. T. Thorne, Berkhamsted 
UDC. C. Davies, Tring U.D.C H. Randall. 
Berkhamsted R.D.C. W. A. F. Sharp, ros 

(5207) 


Hempstead R.D.C. 
AMENDED ADVERTISEMENT 

COUNTY BOROUGH OF WALSALL 
ASSISTANT MEDICAL OFFICER OF HEALTH 
Applications are invited from Registered Medical 
Practitioners for the above post, at a salary of 
£1,050 per annum, rising by annual increments to 
£1,475 per annum. The commencing salary will 
be decided according tw qualifications and cx- 
perience. Possession of the D.P.H. or D.C.H. will 
be considered an advantage Further particulars 
and application forms may be obtained from me 
Unfurnished flat available if required.-W. Staley 
Brookes. Town Clerk, The Council House, Walsall. 
(9828) 


CUMBERLAND COUNTY COUNCIL 


er COUNTY MEDICAL OFFICER 
ND SCHOOL DICAL OFFICER 

pm... are invited for the above appoint- 
ment Salary within the range {975 by £50 to 
£1,375 per annum. Every opportunity will be given 
to the successful applicant. who will be based on 
Carlisic, to obtain experience in all aspects of Local 
Health Authority work Preference will be given 
to candidates holding a Diploma in Public Health. 
Forms of application obtainable from the County 


Medical Officer. 11, Portland Square. Carlisle 
Closing date for applications July 19 1956 

G. N. C. Swift, Clerk of the County Council, The 
Courts, Carlisic (5036) 


DURHAM COUNTY COUNCIL 
Health Department 


ASSISTANT MATERNITY AND CHILD 
WELFARE MEDICAL OFFICER 
Applications are invited from registered medical 
Practitioners (female). Commencing salary 1975 
per annum, rising by annual increments of £50 to 
£1,375 per annum. The appointment is subject to 
cermin conditions, particulars of which may be 
obtained from the County Medical Officer of 
Health, Shire Mali, Durham. to whom applications, 
together with the names of not more than three 
referees, should be sent mot later than July 16, 
956.—J. K. Hope, Clerk of the County Council 

(9760) 


WARWICKSHIRE COUNTY COUNCIL 
County Medical Officer of Health's Department 
ASSISTANT COUNTY MEDICAL OFFICER OF 
HEALTH (Male or Female) 

Applications are invited from registered medical 
practitioners for the above permancnt appointment 
Preference will be given to those holding the 
D.P.H. ot D.C.H. and with previous experience. 
Conditions of service and salary (£1,050 to £1,475) 
will be in accordance with the Whiticy Council. The 
candidate will be required to provide a motor car 
in the performance of duties, for which Whiticy 
Council scale allowances are payable. Further par- 
ticulars (including details of arca and duties) and 
application forms may be obtained from the County 
Medical Officer of Health. Shire Hall, Warwick 
Closing date for applications is July 14, 1956.— 
L. Edgar Stephens, Clerk of the Council, Shire Hail, 
Warwick (5008) 


GOVERNMENTAL 
TREASURY MEDICAL SERVICE 


Applications are invited from Medical Practi- 
tioners, practising in the districts detailed below, 
for appointment, in a part-time and mainly 
advisory capacity, as 

LOCAL TREASURY MEDICAL OFFICER 
for cach of the places or groups of places shown. 
The town shown in brackets after the place-names 
indicates the Head Post Office Area in which the 
place, or group of places, is situated. Successful 
applicants will be required to examine and report 
on the condition of certain Government Officers. 
teachers, candidat for mt, etc. who 
may be referred to them from time to time ; and 
to attend when summoned to an emergency case 
of accident or sudden iliness occurring in a Govern- 
ment office in the ncighbourhood. Fees for this 
work, and mileage allowance where necessary. will 
be paid on a scale agreed with the British Medical 
Association Intending applicants should write, 
within 14 days,. to~ Treasury Medical Adviser, 
Treasury Chambers, Whitehall, S.W.1, for a form 
on which application may be made Applicants 
should be not more than 60 years of age. The 
places for which applications are invited are as 


follows : 

England and Wales 
Yalding and Wateringbury (Maidstone). 
Emsworth (Portsmouth) 
Redruth an: Stithians (Redruth). 
Ashteal (Epsom) 
Southgate (London, N.14). 
Dewsbury (Dewsbury). 


($232) 


SERVICES 
THE MEDICAL SERVICE OF THE ROYAL 
NAVY 


VACANCIES FOR MEDICAL OFFICERS 

Candidates are invited for Short Service Com- 
missions of 3 years. on termination of which a 
gratuity of £450 (tax free) is payable. Miaimum 
basic pay £584 per annum, plus emoluments 
Ample opportunity is granted for transfer to Per- 
manent Commissions on completion of one year's 
total service Officers so transferred are paid 
instead a grant of £1.500 (taxable). All entrants 
are required to be British subjects whose parents 


are British subjects, to be medically fit. and to 
pass an interview Full particulars from the 
Admiralty Medical Department, Queen Anne's 


Mansions, St. James's Park, London. 1 


RHONDDA BOROUGH COUNCIL and 
GLAMORGAN COUNTY COUNCIL 


MIXED APPOINTMENT OF DEPUTY MEDICAL 
OFFICER OF HEALTH AND ASSISTANT 
SCHOOL MEDICAL OFFICER 
Applications are invited from suitably qualified 
persons under the age of 50 years for the pension- 
able mixed appointment as above, -at an aggregate 
salary under the Awards of the Industrial Court 
and agreements of Committee C of Medical Whit- 
ley Council. Form of application and particulars 
of appointment from the undersigned. Closing date 
July 14, 1956, at noon.—D. J. Jones, Town Clerk, 
The eee Offices. Pentre, Rhondda, June 25, 
1956 
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COMMERCIAL APPOINTMENTS 


MEDICAL DEPARTMENT EXECUTIVE. PRO- 
minent pharmaceutical house invite applications for 
the position of Medical Department Executive 
Duties include the taining and supervision of 
medical propecanda staff. compiling and editing of 
medical literature, and the initiation of clinical 
trials. Medical qualifications an advantage but not 
essential if applicant has appropriate background 
Salary commenwrate with qualifications and 
experience but not less than £1,500. Applications, 
which will be treated in the strictest confidence, 
should give full details of qualifications and experi- 
ence.—Box 768, B.MJ 
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7, 1956 


INDUSTRIAL APPOINTMENTS 
(Vacant) 
Attention is drawn to the B.M.A. scale of re- 
Industrial Medical 


muneration for 
is available on request from the Secretary. 


NATIONAL COAL BOARD 
West Midlands Division 
Applications are invited for the vacancy of 

AREA MEDICAL OFFICER 
in the North Staffordshire Area of the West 
Midiands Division Candidates should have ex- 
perience in the field of prevention and industrial 
medicine and a knowledge of the Coaimining 
Industry will be an advantage. The work will in- 
clude making underground visits to collicries. 
Salary, according to qualifications and experience, 
will be within the range of £1,400 to £2,150 per 
annum. Detailed applications, giving the names of 
two referees, should be sent to the Staff Director, 
National Board Himicy Halil, Dudley, Worcs, 
to arrive within fourteen days of the appearance of 
this notice. Applicants for our previous advertise- 


ment will be considered and need not re-apply. 
($225) 


FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 
The following appointment as Appointed Fac- 
tory Doctor is vacant: Burnham-on-Sea, in the 
County of Somerset. Applications, which should 
be received not later than July 21, 1956, should be 
sent to Chief Inspector of Factories, 8, St. James's 
Square, London, S.W.1. ($233) 


REPUBLIC OF IRELAND 
COMHAIRLE CONDAE NA GAILLIMHE 


VACANCIES FOR RESIDENT MEDICAL STAFF 
Galway R H 


Application forms and full particulars of the fol- 
lowing whole-time. temporary posts may be 
Obtained from the Secretary, Galway County 
Council, County Buildings, Galway, to whom com- 
pleted forms should be returned so as to reach him 
on or before July 12, 1956: 

2—SENIOR HOUSE SURGEONS 

2—HOUSE SURGEONS (General) 
1—HOUSE SURGEON (Orthopaedic) 
1—HOUSE SURGEON (Obstetrics) 
1—HOUSE PHYSICIAN (Paediatric) 

Remuneration in cach case is at the rate approved 
by the Department of Health. (S118) 


OVERSEA APPOINTMENTS (Vacant) 


ASSISTANTSHIP IN RURAL SOUTH AFRICAN 
practice. Salary over £1,000 (tax and accommo- 
dation free). Young doctor preferred. Car un- 
necessary..-Write: Thomson, Noble's Hospital, 
Douglas, 1.0.M. 
1-ES(TABLIS 
city area, Auckland, New Zealand. Nett Amend 
approx. £3,000 per annum, cxpanding. Frechoid 
property, fully equipped consulting rooms, no living 
accommodation. Price £3,000. For details, picase 


AL PRKAC 


= to “ Medico,” Box 9258. Auckland, S.E.1. 
BRITISH GUIANA: M.O. REQUIRED FOUR 


large Aluminium Company. Salary scales £1,800 
£2,250 per annum. Hospital (casualty) and G.P. 
30 / 40. 


experience required. Age Details from 
M.P.A.B.. B.M.A. House, Tavistock Square, 
London, W.C.1. (Agent.) 
HA LOGIS A 

Canada. Guarantee £2,600 per annum. Probable 
£5,000 to £7 ly. office and 
hospital, Must have surgical experience. State all 
in first letter.—Box 769 M.j. 

AL OFFICER 
Antarctic Whaling Expedition, teaving U.K. 
September /October, returning April, 1957. Age 


preferably over 30 and some surgical experience 
essential Salary £120 per month all foun4. 
Applications, giving details of age, qualifications 
and experience, with copies of three recent testi- 
three referees, to be sent 


moniais, and names of 
forthwith to Chr. Saivesen & Co., 29, Bernard 
Street, Leith (9263) 


cies in East and West Africa and India.—Apply 
Secretary, Damien Society, 47. Fitzwillian Square. 
Dublin (7130) 


A. A 
sanatorium in South Korea. Experience in chest 
diseases. Salary £1,000 w £1,500 depending on 
qualifications, plus board and accommodation. Two- 


year contract. Apply Forcign Relief Secretary, 

Save the Children Fund, 12, —— Beigrave Strect, 
Londons, S.W.1. Tei: SLO. 917 (S256) 
A OGT (DIA 

for Victoria Hospital (800 beds. Teaching). 
London, Ont. Preference for applicants with two 


to four years’ experience following certification 
Remuneration $10.000 to $13,000 depending on cx- 
perience and qualifications. Apply, with full par- 
ticulars, to Box 758, B.M.J. before August 14. 


Jury 7, 1956 


JULY 7, 1956 
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Oversea Appointments (Vacant)—contd. 


CITY COUNCIL iL OF NAIROBI 


APPOINTMENT OF MEDICAL OFFICER 
VENEREAL DISEASES SECTION 
Applications are invited for the above mentioned 
post in the Public Health Department. The ap- 
pomtment is a permanent Established post and the 
consolidated salary scale is £1,600 by £50 to £1,900 
plus Special Temporary Allowance, which is, at 
Present, £136 per annum on the minimum of the 
scale. and £162 per annum on the maximum of the 
scale. Subject to special experience, the person 
appointed may be given a salary above the mini- 
mum of the scale. The successful applicant will 
be required to pass a medical cxamination before 
appointment. The duties of this post are at 
present the treatment of African women for 
Venereal Disease, but will shortly extend to include 
the treatment of African maies, in connection with 
the Dispensary Service to be established by the 
City Council. An adequate European and African 
staff is provided. Applicants should have had 
Practical experience in the weatment of Vencreal 
Disease, or be willing to undertake a course in 
this as a condition of appointment. Application 
Forms together with a summary of main Terms 
and Conditions of Service applicable to the ap- 
pointment are available on request from the East 
African Office, Grand Buildings, Trafalgar Square, 
London, W.C.2, and applications on such Forms 
should be addressed so as to reach the Establish- 
ment Officer, P.O. Box 5037, Nairobi, not later 
than July 31, 1956. Canvassing cither directly or 
indirectly will be a  disqualification.—johna 
Riseborough. Town Clerk. P.O. Box 661, Town 
Hall, Nairobi. June 20, 1956, 


COMMONWEALTH OF AUSTRALIA 
Public Service of Papua and New Guinea 
Vacancies 


Department of Health 


MEDICAL OFFICER GRADE 1 
(Nember of Vacancies) 

£1,922 (Aust.) to £2,288 "te per annum 

Note.—Married Officers receive an additional 
£173 per annum. 

Qua'ifications.—British (or Australian) registra- 
tion; possession of D.T.M. & H. of willingness 
undergo course as duty when required. 

—General Medical duties including con- 
ducting of hospitals and prevention of disease. 

Eligibility.Adult' British subjects under 45 
years 

A 


ppoeintment.— Permanent. subject to satisfactory 
probationary period. 

Leave.—Three months after cach 21 months in 
Territory ; additional 3 months after cach 6 years’ 
service and 6 months” furlough after 20 years’ 
service. 

Taxation.—Income derived by residents of Ter- 
ritory from sources within Territory is not at 
present taxable under Commonwealth legislation. 

Further Information & Application Forms.— 
Information Handbooks on the Public Service of 
Papua and New Guinea, other information and ap- 
plication forms are available from the Public 
Service Board Representative. Australia House. The 
Strand, London, W.C.2. 

A Submit on prescribed form to 
Public Service Board Representative, Australia 
House, The Strand, London, W.C.2, by August 11, 
1956. (5020) 


GOVERNMENT OF THE EASTERN REGION 
OF NIGERIA 


MEDICAL OFFICERS OF HEALTH 
required to undertake gencral administration of 
environmental hygiene, maternal and child welfare, 
school health work, health education and control of 
communicable discases. At present cmphasis is 
being placed on the development of a school 
health service and on tuberculosis control. Officers 
may be required to visit rural areas around the 
township where their principal responsibility fics. 
Candidates must possess medical qualifications 
registrable in the United Kingdom and a Diploma 
in Public Health. Women candidatcs who might 
concentrate on school health and welfare duties 
will be considered. Appointment is on contract for 
two tours of not more than two years. Salary scale 
ranges from £1,434 to £2,118 a year, and a 
gratuity (taxabic) is payable on completion of satis- 
factory engagement at the rate of £37 10s. for 
each completed period of three months’ service 
(including leave). Quarters provided at rental of 
10% of salary. Taxes at local rates Annual 
local leave permissible; gencrous home leave 
aranted after cach tour. Free return passages for 
olicer and wife; and. when appropriate, cither 
(out not both) of the following in any one tour of 
service: (a) One return sca passage for cach of 
two children under the age of 18, mjbject to a 
maximum of £75 in respect of the return journey 
for each child, or (b) An allowance of £75 a 
year for each of two children under the age of 18 
maintained outside Nigeria for the whole of the 
tour. Application forms from Director of Recruit- 
ment, Colonial Office, Sanctuary Buildings, Great 
Smith Street, London, S$.W.1 (quoting reference 
BCD 117/411/05). (5164) 
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A 35@ BED HOSPITAL, INVITES APPLICATIONS 

for Rotating Internships for a one year 

period. Honorarium $50.00 per month Dlus board, 

uniforms. for one year's training 
blish ice in 


qualifications to (Mrs.) V. Burgoyne, 
N., Assistant Superintendent. Misericordia 
Hospital, Winnipeg |. Manitoba 


ANATOMY DEPARTMENT, DALHOUSIE 
UNIVERSITY, Halifax, Nova Scotia, Canada 


Applications are invited for an 

ASSISTANT PROFESSOR 
in the Department of Anatomy 
Experience in teaching and research in Embryology 
and Histology, or in Neuroanatomy, is cssential 
and a working knowledge of Gross Anatomy desir- 
able. Candidates with a medical degree will be 
preferred, although those with an honours degree 
in medical science or biology will receive special 
consideration. The minimum salary for a medical 
gtaduate will be $5,000. The salary will depend on 
qualifications and experience. Applications to be 
made to Professor R. L. de C. H. Saunders at the 
above address 


Nigerian Federal Service 


Applications invited from doctors with 
qualifications registrable in the United 
for the following posts : 

MEDICAL OFFICER (Southera 
for general medical duties in hospitals 
rural health duties. 

MEDICAL OFFICER OF HEALTH 


for administration of preventive medical services 
and control of sanitary matters; or if posted to 
sea or airport, the duties of Port Health Officer. 
May be required to perform duties of Medical 
Officer (see above). D.P.H. required and D.T.M. 


& H. desirabiec. 
ANAESTHETIST 
to administer anaesthetics in Government Hospitals 
in Lagos, instruct junior medical officers and per- 
form such other duties as may be assigned to him. 
D.A. (prior to November, 1953) or F.F.A. required. 
SPECIALIST ALIENIST 
to undertake investigations on mental ilincss ; 
examine and treat mental cases ; advise on matters 
connected with men.al health and organization and 
expansion of Mental Health Services, training of 
staff and legislation. or similar higher 
degree required. 
Appointments may be made : 


medical 
Kingdom 


and jor 


(a) On three years’ probation for permanent 
and pensionable employment, Pensions 
(non-<ontributory) of 1/600th of final 
pensionable emoluments for each 
month of reckonable service. 

(b) From the National Health Service. Candi- 


dates may leave the National Health Service 
but retain superannuation rights up w six 
years and receive a gratuity (taxable) of 20% 

of the agercgate of their salary 
Salaries including inducement addition for officers 
appointed under (a) and (b) range from £1,128 to 
£1,950 per annum for Medical Officers and from 


£1,326 to £1,950 per annum for Special Grade 
Medical Officers (ic. with recognized higher 
qualification). Specialist salary is £2,220 per 
anoum. 


(c) On short term contract (two tours of 18 to 
24 months) with inclusive salary of from 
£1,338 to £2,286 for Medical Officers and 
£1,536 to £2,286 for Special Grade Medical 
Officers. Specialist salary is £2,664. On com- 
pletion of contract a gratuity (taxabic) is paid 
at the rate of £37 10s. for cach comp!'eted 
period of three months’ service (including 
leave). 

Officers appointed under (a) or (c) are required 
to contribute to a Widows’ and Orphans’ Pension 
Scheme. 

Quarters at low rental. Free return passage for 
officer and wife. Return passages for children, to 
age cightcen, provided cost does not exceed that of 
two adult return passages in any one tour of 
service. Children’s (Separate Domicile) allowance 
of £75 a year for each child under cightecn, ccas- 
ing if children join parents in Nigeria. Income 
tax at local rates. Local leave permissible and 
gencrous home leave after cach tour. 

Application forms from ot of Recruitment, 


Colonial Office, London, S.W.1 (quoting BCD 
117 /14/01). (5165) 
Ibadan, Nigeria 
REGISTRAR—SURGERY 
The Board of Management invite applications for 
the above mentioned appointment. Candidates 
must be fully registered medical practitioners. 
Salary: Ist Tour £1,164 per annum. 2nd Tour 


£1,212 per annum plus Inducement Addition, where 
applicable, of £270 per annum. Gratuity : On satis- 
factory completion of agreement a gratuity of 
£37 10s. will be paid for cach completed period of 
three months’ service. Duration of Appointment : 
One tour of twelve months in the first instance, 
renewable by mutual agreement for a further tour 
of twelve months. Outfit Allowance : £60 payable 
on first appointment. Quarters: Partly furnished 
quarters are provided at a rental of 84% of salary, 
excluding Inducement Addition. Leave : Expatriate 
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Candidates will be cligible for 7 days’ leave in the 
United Kingdom on full pay for cach completed 
month of service in Nigeria. Passages: Free ist- 
Class passages to and from Nigeria are provided 
for expatriate doctors and their wives on first ap- 
pointment, annual leave and on compiction of 
agreement. Free ist-Class passages to Nigcria will, 
in certain circumstances, be provided for non- 
expatriate doctors. Children’s Allowances: Can- 
didates will be eligible for children’s allowances 
in ace with cxisting regulations, Superan- 
nuation: Arrangements can be made to enable 
Doctors to continue their National Health Ser- 
vice Superannuation Scheme contributions, and 
details of the revised salary and gratuity payable 
in such cases will accompany application forms. 
Applications should be submitted oot later than 
July 27 on the appropriate forms, which can be 
obtained, together with further information regard- 
ing nature and scope of work, on receipt of an 
addressed foolscap envelope from the Adviser on 
Staff Recruitment, London Office, University Col- 
lege Hospital, Ibadan, 57, Catherine Place, London, 
S.W.1. (S119) 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 
THE UNIVERSITY OF MANCHESTER 


Applications are invited from candidates with 
medical qualifications registrable in this country for 
the post of 

LECTURER IN ANATOMY 

Good research facilities are available. Salary (£ ster- 
ling) on the scale £1,000 to £1,800 per annum, 
with membership of F.S.S.U. and Children’s Allow- 
ance Scheme ; initial salary according to qualifica- 
tions and experience. The successful candidate 
will be cxpected to take up his dutics as soon as 
possible. Applications should be sent, not later 
than August 7, 1956, to the Registrar, the Uni- 
versity, Manchester, 13, from whom further par- 
ticulars and forms of application may be obtained. 
Overseas applicants should send letters of applica- 
tion, giving details of qualifications and experience, 
and should submit the names of at least three 
persons to whom reference may be made. (5251) 

HE UNIVERS OF MANCHE 

Darbishire House Health Centre 


Applications are invited for the appointment of 

ASSISTANT GENERAL PRACTIT 
at the Darbishire House Heaith Centre for the 
period October 1, 1956, to May 31, 1957 The 
work will entail assisting the four General Practi- 
tioners in the Centre, in which 12,000 patients are 
at present registered. The Health Centre is also 
used in the teaching of medical students of the 
University. Salary at the rate of £1,000 per annum, 
with an allowance towards the cost of travelling 

Dp and super ion. Applications, which 
should include full particulars of qualifications, etc., 
must’ reach the Registrar, The University, Man- 
chester, 13, not later than July 21, 1956, and should 
give the names of not more than three persons to 
whom reference may be made. (9830) 

ER: 
Faculty of Medicine 


The University invites applications for the post of 
whole-time 
LECTURER in Obstetrics and Gynaecology 
(Grade 


to work within the Professorial Unit and to begin 
duties as soon as possible. Salary scale up to 
£1,700 a year according to age, qualifications and 
experience. F.S.S.U. and family allowance. Ap- 
plications (six copies) with names of three referces 
should be sent by July 28, 1956, to the Assistant 
Registrar, the Medical School, Birmingham 15, from 
whom further particulars may be obtained —G. s 
Barnes, Secretary, The University, 

$154) 


OF 


The University invites applications for the post of 
ASSISTANT MEDICAL 


to undertake the routine examination of students 
and to assist in the treatment of students. The 
Officer may also be required to undertake part- 
time teaching or research work. Salary £1,200 tw 
£1,400 per annum according to qualifications and 
experience. Applications, including the names of 
three referees, should reach the undersigned, from 
whom further particulars may be obtained, not 
later than July 16, 1956.—H. C. Butterfield, 
Registrar and Secretary (5172) 


PERSONAL 


SWISS ALPS, HOME SCHOOL FOR CHILDREN 
4-12. Madame Bela takes 25 children with ber own 
five for school subjects. Excellent food and care of 
health. Ideal for delicate children. Children wel- 
comed for full school year or shorter periods.—- 
Apply for details to “La Belle Maison.” 
sur-Montreux. 


NOTICES 


— 
PREGNANCY DIAGNOSIS BY THE XENOPUS 
METHOD, 24-hour service Send specimen of 
urine and fee. Haematology. Biochemistry, Flame 
Photometry.—Weibeck Biological Laboratories, 26, 
Park Crescent, Portland Place, W.1. MUS. 5386-7. 
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PRIVATE BARGAINS 
Watson M.X.2, portable Equipment, com- 


picte with carrying cases In pertect ondition 
cost ower £400 Accept £175.—Box 760, BMJ 


EDUCATIONAL AND LECTURES 


THE UNIVERSITY AND THE ROYAI 
FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 


Postgraduate Medical Education Committee 


REFRESHER COURSE FOR GENERAL 
PRACTITIONERS 


A Refresher Course at Stobhilli General Hospital 

f me week's duration designed for General 
Practitioners will be held from September 24 to 
The Course will msist, whenever pos 
bedside discussions and clinical con 
ferences Sessions will be held dealing with 
G ra and Pacdiatric Medicin Surgery Ob 
stetrics Gynaccology ardwlogy Dermatology 
Ophthalmotogy Psvctatry Diseases of the Ear 
Nose and Throat, Biochemistry and Rehabilitation 
i aged Lunch will be availab at the 

Hospital The fe for practitioners not claiming 
expenses from Government sources. is five guineas 


COURSE IN CHEMOTHERAPY FOR GENERAI 
PRACTITIONERS 


A short intensive Course n the Principics and 
Ap ation of Chemotherapy in Acute and Chronic 
Infectious Diseases will be held at Ruchill Hospital 
Gaszow, from Monday. October 1, to Saturday 
Octot 6. The Course will mprise lectures 
and demonstrations in the following main divisions 
(1) A Course of systematic lectures on the different 
nfect ‘ discases including pncumonia and 
tuber ses These tures will be followed by 
appropriat nical demonstrations. (2) A Course 
f tu and demonstrations which will describe 
a/| forms of chemotherapy, their scope and effective 
(3) Practical demonstrations of the 
bacter mical virological and pathological 
te. hniques sed in diagnosis and control of in 
f ws discase Lunch will be available at the 
Hospita The fe for practitioners not claiming 
expens from Government sources is five guincas 
Th sua arrangements are available to 
Practitioners atiending cither of the above Courses 
whereby the f st of travelling and subsistence 
and expenses may, subiect to certain con- 
ditions, be recovered from Government sources 
The Courses are being held in consecutive weeks 
and practitioners may attend cither Course of 
both. Since the numbers are limited, those wishing 
t attend should make carly application to the 
Director of Post-Graduate Medical Education, The 


University, Glasgow, W.2, from whom further in- 
formation may be obtained Applicants should 
state clearly which of the Courses they desire to 


attend 


PRIMARY EXAMINATION FOR THE 
SURGICAL FELLOWSHIPS 

Instruction in Anatomy, Physiology. 
Biochemistry, Pathology and Bacteriology suitable 
for candidates preparing for the Primary Examina 
tion of the Fellowship qua Surecon of the Royal 
Faculty of Physicians and Surecons of Glaszow 
held from October 8 to November 0, 1956 
Primary Examination conducted by the Glas 
zow Royal Faculty is accepted by the Roval Col- 
leaves of Surecons of Edinburgh. of England. and 
in Irciand in of the corresponding cxamina- 
tions of these Bodies.) The Course will comprise 
@ total of approximately 160 hours’ instruction given 
daily from Mondays to Fridays. between the hours 
~ 12 noon and 4.30 pm The Course will be 
junior staff of hospitals in the Western 
Scotland and to other suitable ap- 
Applicants not employed in the hospitals 

the Western Region will, so far as can be ar- 
ranged. be given an honorary clinical attachment 
to one of the surgical teaching units. The fee for 
the Course is 25 guineas 


COURSE IN MENTAL DEFICIENCY 
4 short intensive post-graduate Course in Mental 
Deficiency will be held from October 8 to October 
Mh. 1956 The Course will comprise (a) Lectures 
and demonstrations in various aspects of mental 
handicap and mental deficiency : (b) Instruction in 
mental testing: (c) Visits to institutions The fee 
for the Course is fifteen guineas The Course will 
be limited to twenty practitioners, places being 
allocated in order of return of application forms 
Further information may be obtained from the 
Director of Post-Graduate Education, Medical 

Faculty Office. The University, Glasgow, W.2 


COURSES IN RADIOTHERAPY AND 
RADIODIAGNOSIS 

Courses of instruction for the D.M.R. (T) and 
the DMR. (D) are available at the Glasgow 
Western and the Glasgow Royal Infirmaries. The 
Courses commence in October, 1956. and occupy 
a period of two years The fee is fifty guineas. A 
limited number of remunerated staff posts are 
availatic for trainees undertaking these Courses 
Further information may be obtained from the 
Director of Post-Graduate Medical Education, The 


University. Glasgow, W.2 (5226) 
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M.R.C.P. LONDON. c spoad 
course recently prepared by expericnced tutors 
Includes help with the clinical examination 


Write, J. Arnold. 189. Regent Street, W 1 


MEDICAL CORRESPONDENCE COLLEGE, 19. 
Welbeck Street, London, W.1. provides COACH- 


ING for ali Medical Examinations. D.A., F F.A 
DPM DO DLO DCH DM R.D 
DPPH. MRCP. FRCS... thesis and al! 
qualifying exams by a staff of highly qualified 
Tutors. Honoursmen. and Gold Medalists. Com- 
plete Guide to Medical Examinations sent free on 
application Applicants should state in which 
qualification they are interested 

POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes 1940 
1955: 234; F.R.C.S.Eng.. Primary 
18S FRCS Eng. Final. 262; M. and D.Obst 
RCOG., 32: D.A., 262; D.C.H., 183; Univer- 
sity and Conjoint Finais. 7*!. Up-to-date courses 
for the M D.Lond.. M R.C.P Edin, F.R.C.S.Edin 
D.P.H FFA DPM Assistance with M.D 
Thesis. Prospectus, list of tutors. etc »n application 
to G. E. Oates. M.D... M Lond), University 
Examination § Postal Institution 17 Red Lion 
Squar London, W.C.1 Phone HOLborn 6313 


SOCIETY OF APOTHECARIES OF LONDON. 
Medicine 


Surecry Julv 9, August 13. October 3 

and Pathology July 16 August 20, October 15 

Midwifery : July 17, August 21, October 16. Master 
| of Midwifery: May and November Dipioma in 

Industrial Health : July and December. For regula- 

tions. apply Registrar, Apothecaries Hall, Black 

Friars Lane, London, E.C 4 


THE UNIVERSITY OF SHEFFIELD 


4 course of instruction for the Diploma in Public 
Health nder the revised rules of the GMC 
(1956) will begin in October, 1956 The course 
will be part-time and will extend over a period of 
Ik months Further information may be obtained 
from Professor W. Hobson, Department of Social 
and Industrial Medicine, The University, Sheffield 
10 ($142) 


SITUATIONS VACANT 


City of Liverpool 
Education Committee 
City College of Technology 
Principal: E. G. Edwards, B.Sc., Ph.D... F.R.1C. 


Department of Pharmacy 
Grade “B™ Assistant Teacher 

Applications ate invited from suitably qualified 
persons for the above appointment (full-time) 
Dutics to commence in September, 1956, of as soon 
after as possible The person appointed will be 
required to assist in the teaching of the subject up 
standard and take part 


to approximately degree 
in a research programme Applicants should pos- 
Pharmacology 


sess a dearece in Physiology of 
Salary in accordance with the Burnham Technical 
Scale Further particulars and application form 
(returnable as soon as possible) may be obtained 
from H. S. Magnay. M.A.. Director of Education, 
14, Sir Thomas Street, Liverpool. 1 Thomas 
Alker, Town Clerk and Clerk to the Local Edu- 
cation Authority 4434.) (Si40) 


The United Birmingham Hospitals 


The General Hospital, Steethouse Lane. 
Birmin 


invited from experienced 
now vacant in the Depart- 
ment of Biochemistry Grading will be according 
to qualifications and experence Application, with 
references, should be made to the House Governor, 
within three weeks of the appearance of this 
notice (S131) 


Applications = are 
technicians for a post 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 


VACANT 
Secretary /Receptionist for large practice io 
Kent (1S miles London) Appointment com- 
mencing October.— Box 794, MJ 
AVAILABLE 


Civil Servant’s widow desires post as Doctor's 
Receptionist. Can type, conversant with telephore 
Can give good references.—E. P. Pook, 46, Boilcau 
Road. Barnes, S.W.13. RIV.S168 

Applicants requiring testimonials, theses, 
or duplicated, should communicate with Manton 
Secretarial Service, Ltd., 98. Victoria Street, 


(Victoria 0141), who are specialists 
Thoroughly-trained Temporary or Permanent 


Medical Secretarial Staff may be engaged through 
Brook Street Bureau of Mayfair, Lid. 59. Brook 
Street, W.1 MAY 8866 

Typewriting and Duplicating. First-class work. 
Electric typewriters. Moderate.—Sybil Rang, 21, 
Heath Street, N.W.3. HAM 5329/0504 


Juty 7, 1956 
CONSULTING ROOMS, ETC. 
AVATLABLE 
Waiting-room, 


Five-day week 


and small room 


Consulting-room, 
Regent's 


for secretary-recepuonist 


Park modern flatbuiiding. £250 per annum —Box 
776, BMJ 
For Consulting Rooms and Houses in Harte 
Street, etc.. apply C. E. Bedford Co., Lid. 10 
Street, W.1. Langham 3927 


Wigmore 
For sale owing to death; lease of Harley Street 

fully equipped with latest Radiological 

equipment fully furnished, terms to 
Write Box 759. BMJ 


premises 
Diagnostic 
be arranged 


HOUSES AND PROPERTY FOR SALE 


The possibility of opening up a practice is NOT 
implied by the appearance of an advertisement 
under this heading. 

Langstone Harbour. Yachtsman’s paradise on the 
Hants-Sussex border. Good train service Havant- 
Waterloo Residence of character with entrance 


lodge and 1} acres charming garden 8 bedrooms 
with basins (all one floor), 3 bathrooms, 3 recep- 
tions, billiard or dance room, excelient offices 


central heating. Lodge cottage, 4 1ooms and bath 
room Full size garage Alternatively suitabi< 
dential development. Photos and particulars 
Hall. Pain, and Foster 44-60, Commercial 
Portsmouth 
Newport. Mon. 
position and structure 


resi 
from 
Road 


corner House, ideat 
4 reception, cloaks, garage 
All centrally heated from Ideal gas boiler. House 
and garden facine south, front secluded, back and 
west sides abutting main road. £4,750 —Payne, 10 
Stow Park Cresceni 

Uaspoilable views 
2 reception, 4 bedrooms, 
Architect built, 1932 Garage 
lightful garden Trains 
£5,750.—Garfit, St. Christopher's 


NURSING HOMES FOR SALE 
London Nursing Home for Sale. Registered for 


Freehold 


on River Wey: secluded. 
modern kitchen, mains 
garden room. de- 
minutes Waterice 
Send, Wokine 


surgical, medical, and maternity patients Fitteen 
patients’ rooms, centrally heated modern trechold 
property. Present turnover £15,000 p.a. Audited ac- 
counts. —Write Box 777, B.MJ 
ACCOMMODATION 
(Convatescence, Holidays, etc.) 
AVAILABLE 


PLEASANT HOUSE TO BE LET FURNISHED, 


N.W. London, month August. Garage guineas 
week. —Box 775 MJ 

WANTED 
PHYSIOTHERAPIST REQUIRES LIVING ACc- 
commodation with kitchenette / bathroom wi 
arca.-Box 795, BMJ 


CRUISES AND TOURS 
LAST-MINUTE CONTINENTAL HOLIDAYS. 
Not mass produced but individually arranged as 
and where you wish 

Business and Holiday Travel. Ltd.. 
Grand Buildings, 
Trafalgar Square, London, W.C.2 
Telephone : WHItehall 4114-5 


FOR TRAMP AND CARGO BOAT TRAVEI 
opportunities write for full list to A. Bowerman 
Ltd.. 28. Ely Place, London. E.C.1. Tel.: HOLborn 
1887 


HOTELS 


CENTRAL WALES. ABERNANT LAKE 
HOTEL, Lianwrtyd Wells. For rest. recreation 
personal attention and excelicnt cuisine Lovely 
country setting Privately owned golf course, fish- 
ing. tennis, shooting. riding, pony trekking. Inter- 
esting brochure on application 


MISCELLANEOUS 


Bronze Nameplates, send size and lettering for 
free proof.—Abbey Craftsmen 78. Osnabureh 
Street, N.W.1 EUSton .§722 

Bronze Name Pilates with cream enamel letter- 
Osborne, 


ing. Send size and lettering for estimate 
117, Gower Street, London, W.C.1 

Microscopes. Highes| paid for geod 
modern types. Send or bring your equipment for 
valuation.—Wallace Heaton, Ltd., 127, New Bond 
Street, W.1 


Nameplates, Bronze, Brass, Plastic. Sketch and 


estimates free.—Austin Luce & Co.. 19, College 
Road. Harrow, Middlesex. HARrow 3839 
Name Plates in Bronze, and Plastic, etc. 


Estimates and Sketches free —A. T. Brown & Co., 


Ltd., 347/349, Katherine Road, London, E.7. Tel 
GRAngewood 1024 
Tailoring,” by subscription ts. Attrac- 


rooms Salisbury Ltd., 409, Holloway 


tive fitting 
or West End. North 1945 


Road, London, N.7. 
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To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 


Director 
“ British Medical Journal,” 
B.M.A. House, Tavistock Square, London, W.C.1. 
Members should include the word “‘ MEMBER " underneath their signature. 
Every effort will be made to include ‘* Hospital *’ and ‘‘ Small *’ 


Cancellation of advertisements cannot be accepted if received after 4 p.m. Monday prior 
PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK 


PITALS 
PUBLIC HEALTH Minimum charge £1 16s. for 4 lines (display rules 
SITUATIONS counting as lines). 9s. a line thereafter. 
VERS 
a, ae Box number address forms part of the advertise- 
; INDUSTRIAL , ment and counts as 6 words (1 line). An additional 
Is. is charged to cover box fee and addressing and 
SCHOLARSHIPS AND 


STUDENTSHIPS 
NURSING HOMES 
CTICES (Exec. Councils) J 


CHARGES FOR CLASSIFIED ADVERTISEMENTS ’ 


PRACTICES 7} 
PARTNERSHIPS MEMBERS—PER INSERTION 
x No. With name and address 
1 ds 19s. (minimum charge) 18 words minimum charge) 
PRIVATE BARGAINS jis, 30 Ws. 
‘or use of t Additional words: each 
DISPENSERS 
DIETITIANS NON-MEMBERS—PER INSERTION 
} . 6d. (min. 1 
6a. 

MISCELLANEOUS 
PERSONAL 
NOTICES 
MEETINGS PER INSERTION 
APPTS. . an Box No. and address 
CRUISES AND TOURS 18 é 
MOTOR CARS 24 » 6ls. 30 60s. 
MISCELLANEOUS Additional words: 12s. for each 6, or less 

(TRADE) 
ACCOMMODATION 

(Convalescence, etc.) PER 
CONSULTING ROOM! ih Box No. With name and addre-s 
HOUSES, ETC. 12 words ee (minimum charge) | 18 words 27s. (minimum charge) 
NURSING HOMES FOR SALE 
TYPIN Additional words: 9s. for each 6, or less 

OUPLICATING 


DISPENSERS PER INSERTION 
HOUSER EEPERS seeking 12 wali charge) | 18 12s. charge) 
ISEK 13s. (mini - (mini 
RECEPTIONISTS posts 4 » Me. 
words: 4s. for each 6, or less 


MEMBERS ABROAD. Copies of vacancies ry in the Rasmat op be sent by AIR MAIL. 
The minimum cost is 3s. per week, which covers up to three separa a additional headings 
Is. each. Please stage type of vacancy and remit to the Advertisement Director, B J. 


t is made to ensure the accuracy jisements appearing in the Journal, No recommendation 
any advertisement 


REPLIES TO BOX NUMBERS. The names and addresses of advertisers under box numbers are held 
Vokes) eS Each Box No, should be addressed separately. Two or 

more replies can be enclosed in one envelope, addressed to the Advertisement Director. They ¥ 
forwarded to the advertisers in piain envelopes. 


Advertisement Director, British Medical Journal, B.M.A. Lenten, W.C.1. 
Telephone: Euston 4499. Telegrams: Britmedads, W. 


CHISWICK HOUSE, PINNER, MIDDLESEX 
Telephone: Pinner 234 

Private Nursing Home for Mental and Nervous 
iliness. All modern forms of treatment. Two 
country houses in adjoining grounds of 5 and 6 
acres respectively, 12 miles from London. Trains 
every 15 minutes from Baker Street to Pinner. 
Douglas Macaulay, M.D., D.P.M. 


WYKE HOUSE, ISLEWORTH, | MIDDLESEX 


NORTHUMBERLAND HOUSE 
For Voluntary and Certified patients, now at 235-7, 
Baliards Lane, N.3, Tel.: Finchiey 5283. Med. 
R. M. Riggall, Mem. Brit, Psycho-Analytical Socy. 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
fer Nervous and Mental Disorders 


President: The Earl Spencer. Medical Supt., 
Thomas Tennent, M.D., F.R.C.P., D.P.H., DP.M. 
This Registered Hospital is situated in 130 acres of 
Park and pleasure grounds. Voluntary patients who 
are suffering from incipient mental disorders or who 
wish to prevent recurrent attacks of mental trouble. 
temporary patients and certified patients of both 
s¢xts are received for treatment. Careful clinical, 
biochemical, bacteriological and pathological exam- 
inations, Private rooms with special nurses, mate or 
femaic, in Hospital or in one of the humerous villas 
in grounds of the various branches can be provided. 


MOULTON PARK.—Two miles from the omin 
Hospital there are several branch establishments and 
villas situated in a park and farm of 650 acres. 
Milx, meat, fruit and vegetables are supplied to the 
Hospital from the farm, gardens, and orchards of 
Moulton Park. Occupational therapy is a feature 
of this branch and patients are given every facility 
for occupying themscives in farming, gardening and 
fruit-growing. 


WANTAGE HOUSE.—This is a Reception Hospital 
in detached grounds with @ separate entrance to 
which pati can be ad d. it is equipped = 
all the apparatus for the compl 

treatment of Mental and Nervous Disorders by ,~ 
most modern methods ; insulin treatment is. avail- 
able for suitable cases. It contains special depart- 
ments for hydrotherapy by various methods, includ- 
ing Turkish and Russian baths, the prolonged 
immersion bath, Plombitre’s treatment, etc. There 
is an Operating Theatre, a Dental Surgery. an X- 
tray Room, an Ultra-Violet Apparatus, and a de- 
partment for Diathermy and High-frequency treat- 
ment. It also contains Laboratories for biochemical, 
bacteriological and pathological research. Psycho- 
therapeutic treatment is employed when indicated. 


BRYN-Y-NEUADD HALL.—The seaside house of 
St. Andrew's Hospital is beautifully sitwated in a 
Park of 330 acres at Lianfairfechan amidst the 
finest scenery in North Wales. On the North-West 
side of the Estate, a mile of sea-coast forms ‘he 
boundary. Patients may visit this branch for a 
short seaside change or for longer periods. The 
hospital has its own private bathing house on the 
seashore. There is trout-fishing in the park 


At all the branches of the Hospital there are cricket 
grounds, football and hockey grounds, lawn tennis 
courts (grass and hatd courts), croguct grounds, 
golf courses and bowling greens. Ladies and 
gentiemen have their own gardens, and facilities 
are provided for handicrafts such as carpentry, etc. 
For tefms and further particulars apply two the 
Medical Superintendent (Telephone No.; North- 
ampton 4354 (3 tines) ), who can be seen in London 
by appointment. 


CHEADLE ROYAL, CHEADLE, 
CHESHIRE 
Registered Mental Hospital 


President : 
The Right Hon. The Earl of Derby, M.C. 
Medical Superintendent : 
W. V. Wadsworth, B.Sc.. M.B., DPM. 


This hospital receives all types of patients who 
are suffering from psy: } and senile ilinesses. 
It has recently been extensively redecorated and 
central heating has been instalied throughout, 
making it one of the most luxuriously yee 
hospitals in the country. Private rooms, 
special nurses, can be prov 

All patients receive very sanue and thorough 
clinical and pathological investigation, the most 
modern psychiatric treatment is avatiabie, inctuding 
deep insulin therapy. Psychotherapeutic treatment 
is employed in suitable cases. 

OCCUPATIONAL THERAPY is a apecial 
feature of the hospital and there ate excelient 
facilities for indoor ani outdoor recreation—tennis, 
cricket, croquet, bacminton, billiards, cinema. 
television, et. 

GERIATRIC UNITS for mild cases of scnility 
are provided where patients can pursue as norma) 
a life as possible. 

The hospital is situated in 300 acres of pleasant 
Cheshire parkland, and yet is only 9 miles from 
Manchester. 

GLAN-Y-DON is the hospital's convalescent 
extremely comfortable and well appointed and has 
its own farm and market garden. 


For tefms and further particulars, apply to 
Medical Superintendent. Telephone : OATLEY 
2231. 


ivate Hospital for individ 
of Nervous and Mental Liiness including 
Alcoholism. Voluntary and certified patients of 
both sexes afe er ape and particular attention 
is given to the needs of the — Apply, Resident 
Medica! Su . Tel; EALing 7000. 


SPRINGFIELD HOUSE, near 
“Phone: Bedford 3417 
For Mental Cases (including the aged), Fees 
from nine guineas eo week. For forms of admis- 
sion, ete., apply to the Resident Physician, Cedric 
W. Bower. Interviews in London by appointment. 
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THE HERMITAGE. TWYFORD, BERKSHIRE 

A country house Nursing Home for treatment of 
Neurosis ang Addiction. Brochure from Resident 
Physician, Tet.; 53. 
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endows the anginal patient with a 


happy, useful life... 


* Pentoxylon "— combining two effective duc > 

P.E.T.N. in one tablet— provides a : 

more comprehensive therapy for angina * Incr eases €xercise 

pectoris than has hitherto been possible tolerance 

using a single preparation. ‘Rauwiloid’ 

—a purified and standardized alkaloidal nitrog erin 

extract of Rauwolfia serpentina— has Reduces 

pronounced tranquillizing, bradycardic needs 

and stress-relieving properties; P.E.T.N. 

(pentaerythrityltetranitrate) is a power- 2% Adlays apprehension 

ful, long-lasting coronary vasodilator. anxie ty 
‘Pentoxylon” not only relieves the 

coronary spasm, but helps to prevent 2% Lowers blood pressure 


attacks — reducing the apprehension of 
the patient living in dread of the next 
onset of pain, and so checking the cycle 


Each ‘ Pent 
mg. and 


when this is raised 


lon’ tablet contains ‘ Rauwiloid’ 
.T.N. (pentaerythrityltetranitrate ) 


10 mg. The usual dose is one tablet four times 


at its commencement. 
daily always before ~ eg Up to eight tablets 
daily are well tolerated. 


Descriptive literature will be supplied on request. 


* Rauwiloid’ and‘ Pentoxylon’ are registered trade-marks. Regd. Users; 
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